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ABSTRACT
The purpose of this research study was to investigate how adult African 
American men perceive their susceptibility (risk) of prostate cancer, benefits of 
screening, and barriers to participation in early detection methods. More importantly, 
this study examined differences in perceptions across six selected demographic 
variables (age, education level, household income, relationship status, geographic 
location, and family medical history).
Data for this quantitative study includes 226 African American males, 18 
years of age and older, recruited from religious organizations in urban, suburban and 
rural Illinois. The study sample was described using measures of central tendency 
(mean) and dispersion (standard deviation and range) for continuous-scaled variables 
and frequency and percentiles for categorical-scaled variables.
Independent-samples t tests were used to examine family medical history and 
relationship status. Analysis of variance was used to determine whether perceptions 
differed significantly across the variables. Statistically significant ANOVA results 
were followed by Bonferroni adjusted independent-samples t tests to determine 
statistical differences between the variables.
The findings indicate significant differences in perceived susceptibility (risk) 
of prostate cancer, benefits of screening, and barriers to participation in early 
detection methods across all the demographic variables examined. Additional
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findings suggest that a perceived lack of knowledge regarding early detection 
methods (84.1%, n=190) and perceived embarrassment of rectal examinations 
(72.5%, n=164) may negatively influence future screening intention among African 
American men, despite a fundamental study finding that reveals that 90.7% (n=205) 
of the participants agree that talking to someone who has undergone a DRE or PSA 
test would help dispel negative thoughts about prostate cancer screening. This finding 
supports existing literature on African American health behavior and advances the 
application of community-based health promotion.
Self-directed learning is critical to the endurance of African American men. 
With the rapid changes in health policy and economics that impinge on African 
American communities, the process of self-reliance for health education will be 
essential. The adult education literature must inquire about the factors that stimulate 
self-directed learning among African American men and explore questions regarding 
the cultural inclusivity of African American men in the self-directed learning 
paradigms.
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Today, prostate cancer morbidity and mortality rates are at alarming levels. 
During 2006, the American Cancer Society (2006) estimated 234,460 new cases of 
prostate cancer diagnoses for American men and approximated 27,350 American men 
will die of prostate cancer. Notwithstanding prevailing advancements in preventive 
medicine, medical technology, and efforts to eradicate health inequalities, disparities 
in health outcomes among men of color persist. Distinctively, morbidity and mortality 
statistics indicate that prostate cancer, the most common cancer and leading cause of 
cancer death among men (American Cancer Society, 2006), has become epidemic in 
the African American community.
The Illinois Department of Public Health (2006) estimated the diagnosis of 
8,470 new cases of invasive prostate cancer. In 2004, the state of Illinois ranked 
among the highest for prostate cancer mortality in the Midwest (American Cancer 
Society, 2004). Despite educational efforts and pro bono health services (i.e., health 
screenings) within the past 10 years, the African American community has not seen a 
significant change in health status (CDC, 2003). For example, a study conducted by 
the National Medical Association (a founding institution for African American
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2physicians) revealed that less than half of the African American participants in the 
study were aware that they had a 60% higher probability than Caucasian men of 
developing prostate cancer and twice as likely of dying from the disease than their 
Caucasian counterparts (National Cancer Institute, 2004).
The etiology of prostate cancer remains unknown; thus, secondary preventive 
measures (i.e., screening) are the only previsions of early diagnosis. When detected in 
early stages, prostate cancer is highly treatable. The use of early detection (screening) 
methods such as the digital rectal examination (DRE) and the prostate specific 
antigen (PSA) test are vital in reducing disease morbidity and mortality rates among 
African American men. However, a significant impact on health outcomes is in part 
dependent upon the willingness of this group of men to undergo screenings, and when 
necessary, engage in further diagnostic procedures (Landis, Murray, Bolden, & 
Wingo, 1998). Findings from the 2004 Illinois Behavioral Risk Factor Surveillance 
System (2004) indicate that 41.1% of non-White males (40 or older) have never 
received a DRE in comparison to 26.6% of White males and 44.2% of non-White 
males who have never received a PSA test.
There are daunting concerns regarding African American men’s knowledge 
and perceived health risk of prostate cancer. Researchers such as Collins (1997); 
Forrester-Anderson (2005); Myers, Chodak, Wolf, Burgh, McGrory, Marcus, Diehl, 
and Williams (1999); Pierce (1997); and Price, Colvin, and Smith (1993) found in 
their studies that African American men lack knowledge about prostate cancer and
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3the epidemic in the Black community. Without an awareness and understanding of 
the disease, African American men cannot discern the warning signs of prostate 
cancer and thus neglect to visit a health professional during early stages of the 
disease. Further, African American men do not realize the severity of prostate cancer 
and the greater risk they have of developing the disease than other ethnic groups 
(Collins, 1997; Myers et al., 1999; Price et al., 1993).
African Americans, in particular, African American men, have a long history 
of distrust of healthcare providers, especially of non-Black physicians. Researchers 
have attributed issues of distrust to the high rate of late-stage prostate cancer 
detection and diagnosis. Also, this may explain why African Americans receive less 
aggressive treatment for physical and psychological ailments (Strax, 2003). For 
instance, cardiovascular treatment studies involving African American men report 
that they are “half as likely to undergo coronary angiography and one third as likely 
to undergo coronary artery bypass surgery as European-American men” (Fauci,
2004). Moreover, prostate cancer studies involving African American men have 
revealed that the disease is less aggressive in White males, and African American 
men have a poorer prognosis than their White male counterparts (Haas & Sakr, 1997; 
Moul, 1998; Vijayakumar, Karrison, Weichselbaum, Chan, Quadri, & Awan, 1992).
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4Knowles (1977), a founding father in the study of self-directed learning, 
accurately advocated a vital paradigm shift regarding the emphasis placed on health 
care. He states:
People have been led to believe that national health insurance, more 
doctors, and greater use of high technology will improve health.
Unfortunately none of them will.... The next major advances in the health 
of the American people will come from the assumption of individual 
responsibility for one’s own health and a necessary change in lifestyle for 
the majority of Americans, (pp. 59-60)
In the ambit of health promotion, there is general consensus that optimal 
health (a comprehensive balance between physical, emotional, social, spiritual and 
intellectual health) is more than a mere lifestyle change. An individual’s lifestyle is a 
composite of attitudes, beliefs, personal values, previous learning, and experiences 
that influence whether or not an individual will accept personal responsibility for their 
health, such as engaging in preventive health screenings. Much of the previous 
research on prostate cancer has emphasized the medical science (etiology) of the 
disease. Knowledge regarding perceptions and behavioral aspects pertaining to 
prostate health and screening are limited and rather recent additions to the prostate 
cancer literature.
Research about the determinants of diseases and effective interventions for 
prevention must be conducted to facilitate change in health status. This study 
systematically explores African American men’s perceived health risk as it relates to 
prostate cancer and the perceived benefits and barriers they ascribe to participating in 
early detection methods.
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5Statement of the Problem 
All races and ethnicities are at risk for prostate cancer; however, African 
American men have the highest morbidity and mortality rates than any other race or 
ethnic group in the world (CDC, 2003). In his lifetime, an African American man has 
about a 1 in 5 diagnosis probability for prostate cancer and a 1 in 20 probability of 
fatality (CDC, 2003). Only 66% of African Americans diagnosed with prostate cancer 
survive for 5 years, compared with 81% of White men (CDC, 2003).
Demark-Wahnefried and colleagues (1995) found in their study of adult males 
that African American men were significantly less likely to engage in screening 
efforts for prostate cancer, such as the DRE or a PSA test. This study provided 
significant implications for prostate cancer screening awareness campaigns targeted 
toward African American men. Smith and colleagues’ (1997) study involving African 
American men reported that 58% of the participants felt no need to have a digital 
rectal examination unless an experience of pain while urinating was present.
Forrester-Anderson’s (2005) study suggests that fear and embarrassment are reasons 
why African American men do not participate in prostate cancer screening. The 
findings also suggest that African American men do not readily participate in routine 
medical check-ups and they have an “if it don’t hurt, don’t fix it” attitude (p. 27). This 
attitude stems from cultural beliefs and misunderstandings about the risk and severity 
of prostate cancer.
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6Decreased participation in prostate cancer screening among African American 
men is recognized as a serious national problem. Powell (1997) has suggested that 
barriers to participation in screening methods may have an important impact on the 
degree of late-stage prostate cancer diagnosis among African American men. Few 
preventive health and adult learning studies have explored perceived barriers to 
screening among African American males. Much of the literature disseminates non­
minority-specific research that emphasizes people of dominant culture, which yields 
no regard for the unique perceptions and behaviors of minorities.
The dominant culture bias charge emerged because a vast majority of early 
health and adult learning literature focused on White, middle-class, and professional 
people. Although more sufficient research with cross-sections of visible minority 
groups has now been conducted, Livingstone (1999) suggests:
The dominant group bias surely can be more fully addressed with greater 
sensitivity and respect for other standpoints by further in-depth studies that 
document... working class and underclass people, women and people 
of various sexual orientations, visible minorities, disabled people, and 
older and younger generations, (p. 7)
Actions that an individual takes to initiate or engage in health-related 
behaviors are subject to the perceived significance the individual places on acquiring 
an illness or disregarding treatment (Damrosch, 1991; Plowden, 1999; Strecher & 
Rosenstock, 1997). With the prevalence of prostate cancer among African American 
men, examining their perceptions about prostate cancer may enhance our 
understanding of their health behavior and assist in identifying whether these men
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
7will engage in future screening behavior (Champion, 1998; Rosenstock, Strecher, & 
Becker, 1998).
Purpose of the Study 
The purpose of this research study was to investigate how adult African 
American men perceive their susceptibility (risk) of prostate cancer, benefits of 
screening, and barriers to participation in early detection methods.
Research Questions 
The following research questions regarding adult African American males 
guided this study:
1. Are there demographic differences (age, family medical history, relationship 
status, education level, income, and region) with regard to perceived risk for 
prostate cancer?
2. Are there demographic differences (age, family medical history, relationship 
status, education level, income, and region) with regard to perceived benefits 
of prostate cancer screening?
3. Are there demographic differences (age, family medical history, relationship 
status, education level, income, and region) with regard to perceived barriers 
to prostate cancer screening?
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8Significance of the Study
This study is fundamental to the continuum of minorities as producers of
knowledge. Conducting a study of this nature contributes to the adult education and
health promotion literature that has historically positioned people of dominant culture
as the definers of knowledge. This study allowed for a comparative analysis of the
beliefs, misunderstandings and perceptions African American males hold of prostate
cancer and screening methods.
Investigators are challenged with reducing cancer disparities among African
American men and increasing the utilization of screening methods. The objectives of
this study have implications for health professionals concerned with the rising cancer
mortality rate among African American men. Given the current state of prostate
health among African American men in the U.S., it was critical to examine
relationships between perceptions and demographic variables such as socioeconomic
status, age, and family medical history that have not been adequately examined in the
literature. Furthermore, few research studies have utilized study participants who are
free of infirmity at time of study. Leeb (1983) observed the propensity of earlier
research conducted on health behavior. She asserts:
The traditional research focus has been on diseases, their signs, symptoms 
and cure. These efforts have produced tremendous amounts of knowledge 
related to factors and situations contributing to decreasing the illness 
state.... In contrast, little is know about factors related to healthful 
behavior, (p. 25)
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9Today, research engaged in health perceptions and behavior continues to 
focus on infirmity as a context of inquiry. This study provides an alternative direction 
to examine African American males to determine the perceptions that may contribute 
to wellness. Last, the findings of this study may provide insight into the psychological 
and behavioral factors that impede health homogeneity among African American 
men.
Theoretical Framework 
The health belief model (HBM), which influenced this study, was first 
developed in the 1950s by social psychologists Godfrey Hochbaum, Irwin 
Rosenstock, and Stephen Kegels, employees of the U.S. Public Health Services. The 
failure of a free tuberculosis (TB) health screening program instigated the 
development of the model. The HBM is regarded as one of the most frequently used 
theories in health behavior applications (McKenzie, Neiger, & Smeltzer, 2005) 
because the HBM positions the constructs of perceived susceptibility (risk), benefits 
and barriers within a value-expectancy framework; as perceived risk or benefits 
outweigh the perceived barriers, health behavior (action) becomes more likely. 
Numerous public health researchers regard the HBM as the most influential and 
empirically based theory of motivation for understanding health-related behaviors 
(Damrosch, 1991; Myers, 1999; Plowden, 1999).
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Literature on early cancer detection and health risk reduction suggests that 
increasing knowledge and awareness about prostate cancer is essential to reducing 
cancer risk in African American men (Smith et al., 1997). Damrosch (1991) 
emphasized that if a person is not threatened by an illness or disease, that person is 
less likely to be motivated to consider screening or treatment. For example, an 
individual will take a health-related action (i.e., prostate cancer screening) if that 
individual: a) feels that a negative health condition (i.e., invasive prostate cancer) can 
be avoided, b) has a positive expectation that by taking a recommended action he will 
avoid a negative health condition (i.e., undergoing a DRE and/or PSA test will be 
effective in preventing advanced prostate cancer), and c) believes that he can 
successfully take a recommended health action (i.e., undergo a DRE and/or PSA test 
comfortably and with confidence).
The benefits-barriers-behavior association has been examined in several 
studies regarding cancer screening, including mammography (Champion, 1992, 1993, 
1999; Holm, Frank, & Curtin, 1999) and fecal occult blood testing for colorectal 
cancer (Bosompra, Flynn, Ashikaga, Rairikar, Worden, & Solomon, 2000; James, 
Campbell, & Hudson, 2002).
The HBM consisted of four original components: perceived susceptibility, 
perceived seriousness, perceived benefits, and perceived barriers, which combine to 
motivate individuals to perform a health action. “Cues to action” and “self-efficacy”
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
were added to the model later to account for general health motivation that may 
impact unhealthy lifestyle behavior.
This study examines three of the four original HBM concepts (perceived 
susceptibility [risk], benefits, and barriers) with regard to prostate cancer and early 
detection methods (digital rectal examination [DRE] and prostate specific antigen 
[PSA] testing). It is important to delineate that prostate cancer screening is not a 
behavior that prevents cancer. Supportive data is required to validate the association 
between early detection methods and reduction in prostate cancer mortality (Ferrini & 
Woolf, 2006). Prostate cancer screenings are used primarily for early detection of 
cancer; thus, it can be regarded as health protection oriented (Becker, 1974).
The HBM is a controversial model. Several researchers (Calderon &Vames, 
2001) have argued that the model is grounded in the assumption that beliefs translate 
into action. In contrast, previous studies (Champion, 1984,1992; Hart, Barone, & 
Mayberry, 1997; Hynam, Hart, Gay, Inglis, Wicks, & Mayberry, 1995; Mandelson, 
Curry, Anderson, Nadel, Lee, Rutter, & LaCroix, 2000; Wyper, 1990) have 
documented significant findings in support of the HBM. For example, studies that 
have examined perceived barriers and benefits to colorectal cancer screening, such as 
Mandelson et al. (2000), found that uncertainty about test effectiveness and lack of 
awareness regarding colorectal cancer screening were barriers to participation in early 
detection methods among African Americans. Kleier’s (2003) study involving the use 
of the HBM to examine the perceptions of Black men revealed that language, cultural
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
1 2
differences and lack of knowledge about prostate cancer served as barriers to 
screening.
Operational Definitions
In this study, the terms have been defined to provide a clear understanding of
their theoretical and operational use:
Adult: the term continues to stimulate much controversy regarding the time at 
which a person enters adulthood. The Merriam-Webster Dictionary (1997) 
defines “adult” in terms of its legal specifications, i.e., after 18 years of age. In 
this study adult will refer to African American men age 18 years of age and 
older.
Minority: defined as “a part of a population differing from others (as in race)” 
{Merriam-Webster Dictionary, 1997). However, the term has evolved, 
encompassing a wide spectrum of groups including (but not limited to) people 
with disabilities, the economically disenfranchised and sexual minorities. In 
this study, the term “minority” was used to refer to an ethnic group, primarily 
African Americans.
Health promotion: defined as “the science and art of helping people change 
their lifestyle to move toward a state of optimal health” (O’Donnell, 1989, p 
5). Lifestyle changes can be influenced by improved health awareness, a 
change in health behavior, and/or through the development of a supportive 
environment that promotes good health practice.
Health disparities: in the context of prostate cancer are the measures of 
incidence (number of new cases), mortality (number of cancer deaths), and 
survival rates (living years post cancer diagnosis). The Center to Reduce 
Cancer Health Disparities (2006) references health disparities or inequalities 
when people of one group (i.e., African American males) have a higher 
incidence, mortality, and morbidity rate than another group (non- 
Black/African American males).
Self-directed learning: a learning process in which individual “learners have 
the primary responsibility for planning, carrying out and evaluating their own 
learning experiences” (Merriam & Caffarella, 1991, p. 41).
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Perceived susceptibility (risk): defined as the degree to which an African 
American male believes that he is at risk for prostate cancer.
Perceived benefits: refers to the degree to which an African American male 
believes in the efficacy of prostate cancer screening methodologies and the 
benefits of undergoing a DRE or PSA test. Further, benefits are the 
accumulated value (financial and/or nonfinancial) one receives for 
participating in an activity or providing a service.
Perceived barriers: defined as the degree to which an African American male 
believes that there were barriers to participation in a DRE or PSA test.
Gibbs Health Belief Model Questionnaire (20061: a revised version of the 
Champion Health Belief Model Questionnaire (1999) which was developed to 
investigate the perceptions of women regarding mammography screening. The 
model was altered to return a culturally/ethnically appropriate study 
instrument that would investigate the perceptions of African American males 
regarding prostate cancer. The operational definitions were based on 
responses to items on the study questionnaire. Perceived susceptibility (risk) 
to prostate cancer was operationally defined as the mean of responses to items 
1-5. Perceived benefits of prostate cancer screening were operationally 
defined as the mean of responses to items 6-14; perceived barriers were 
operationally defined as the mean of responses 15-25. Perceived 
susceptibilities (risk), benefits, and barriers were measured on a Likert scale 
of 4 -  strongly disagree, 3 -  disagree, 2 -  agree, and 1 -  strongly agree.
Assumptions
Based on the literature review, theoretical framework and study questions, the 
following assumption was determined regarding perceived susceptibility to prostate 
cancer and benefits and barriers to prostate cancer screening among adult African 
American men: Adult African American men have perceptions regarding prostate
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cancer and prostate cancer screening that may be assessed through quantitative 
research.
Chapter Summary
This chapter introduced the state of African America men’s health and 
outlined the purpose, significance, and research questions that guide the current study. 
Further, this chapter emphasized the importance of studies involving people of color. 
Minority populations are now the majority in 48 of America’s largest cities 
(MMBDC, 2006). By the year 2030, racial and ethnic populations currently described 
as “minority” are expected to increase to 40% from its current level of 25% (Hogue, 
Hargraves, & Collins, 2000). Unfortunately, a characteristic that accompanies the 
growth of the African American community and other ethnic populations is the 
persistence of poor health.
Education is a predictor of good health, and better access to education could 
help to promote lifestyle behaviors that would improve health in general. Damrosch 
(1991) emphasized that if a person is not threatened by an illness or disease, that 
person is less likely to be motivated to consider screening or treatment. The health 
belief model, suggested in this chapter, is a method of motivating African American 
men to invest interest in their health and well-being. According to Schiefele (1991), 
when learners are motivated by interest, their motivation is sustained by the reward of 
possessing knowledge that they recognize as useful. Plowden (1999) argues that it is
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not sufficient to merely have a perceived susceptibility to prostate cancer. It is equally 
important to know the associated severity and benefits of early treatment. Moreover, 
“an individual has to have the perceived ability to seek care” (p. 5).
In Chapter II, the literature is reviewed and synthesized. Emphasis is placed 
on the need for further research and consideration for culturally sensitive educational 
initiatives that motivate African American men to transform into self-directed 
learners.
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CHAPTER II 
REVIEW OF THE LITERATURE
The prevalence of prostate cancer literature reflects epidemiological studies. A 
study that critically analyzes personal perceptions and demographic variables has yet 
to be adequately studied. This chapter reviewed and organized the literature around 
African American men’s health, self-directed learning, screening methods 
(DRE/PSA), and the etiology of prostate cancer. In addition, existing literature, as it 
relates to the variables of interest in this study (perceived risk of prostate cancer and 
benefits and benefits to screening) are examined.
Health Behavior of African Americans 
Exploring the health-seeking behaviors and health beliefs of African 
Americans, in particular, the men within this community, may enhance our 
understanding of the factors that persist to further health disparities and the 
prevalence of prostate cancer among African American men.
Health researchers concerned with exploring barriers to health-seeking 
behavior among African Americans have identified several contributing factors.
These include the unavailability of primary resources and health services, lack of
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education, impoverishment, and perceptions of expected outcomes of treatment 
(Plowden, 2003). Siegel and Raveis (1997) support the aforementioned barriers to 
health seeking. In their study involving over 100 Black and Hispanic men they found 
that health services were perceived as too few and of poor quality in their 
communities. Similarly, Plowden and Miller’s (2000) study revealed that Black men 
perceived essential resources and the availability of community services as lacking 
and believed these disparities present as major barriers to seeking care. The 
availability of neighborhood services is essential to African American men. Studies 
conducted by Robinson, Ashley, and Haynes (1996) and Smith et al. (1997) suggest 
that Black men are more likely to participate in prostate cancer screenings and 
treatment if the services are available in the community.
In addition, there are numerous concerns regarding access to medication 
within the African American community. The rising costs of prescription drugs have 
further displaced African Americans from attaining physician-recommended 
medicine to facilitate their health. In part, this has directed many African Americans 
toward alternative home remedies. Home remedies are a central part of African 
American tradition. For decades African Americans have passed down spiritual and 
natural remedies to cure common illnesses. Brown and Segal (1996) are among the 
health researchers who have studied health disparities among African Americans. 
They found correlations between the cost of prescription medications and the use of 
home remedies among African Americans. Moreover, African Americans have a long
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history of distrust of the medical profession. Concerns among African Americans 
surround the effects that prescription medications have on their bodies. Non­
consenting research involving African Americans such as the Tuskegee syphilis 
experimentations have assisted in the resistance this community has with the usage of 
certain prescription medications.
African American men have a “seeing is believing” attitude toward their 
health. Studies conducted by Underwood (1991), and Plowden and Miller (2000) 
point to this fact. Underwood (1991) indicates that Black men are more likely to 
participate in early detection methods for cancer if they feel susceptible to the disease. 
Further, they were more likely to participate in screenings for prostate cancer if they 
witnessed a significant other struggling with the disease. Similarly, Plowden and 
Miller (2000) examined health-seeking behavior among Black men and found that 
they were more likely to seek medical attention if a significant other also suffered 
from the same illness.
The health belief model provides implications for health behavior. The model 
assumes that positive reinforcement will prompt and may sustain positive health 
behavior; thus, if a benefit is perceived from engaging in health screening or 
treatment, the individual is more likely to increase their participation in such 
programs (Rosenstock, 1960). African American men perceive several benefits of 
participating in early detection methods for prostate cancer; however, their actual 
participation in screenings is much lower than Caucasian men (Tingen, Weinrich,
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Heydt, Boyd, & Weinrich, 1998). These findings raise questions regarding African 
American men’s overestimation of their health-seeking behavior. Nonetheless, 
Plowden and Miller (2000) found Black men more likely to seek medical attention for 
illnesses if their health-seeking behavior resulted in the prevention of disease and 
increased their health and well-being.
Exploring Sources of Healthcare Resistance 
African Americans share similar assumptions about diseases that primarily 
afflict their communities (Younge, 2005). For example, according to a study released 
by the Rand Corporation and the University of Oregon, nearly half of all African 
Americans believed that the human immunodeficiency virus (HIV) is a synthetic 
disease (Younge, 2005). More than a quarter believe it was produced in government- 
subsidized laboratories and 1 in 8 propose that it was created specifically by the 
Central Intelligence Agency (Younge, 2005).
A possible explanation for high prostate cancer diagnosis among African 
American men is that there exists an issue of distrust and/or stigma of healthcare 
professionals, especially non-Black physicians. Distrust of health professionals may 
be a result of an enduring history of nonconsenting medical experimentation. While 
evidence is not readily available to validate medical experimentation on African 
Americans, it is important to recognize that during the later portion of the twentieth
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century, African Americans were still the subject of medical experimentation without 
their comprehensive knowledge.
Nonconsenting Experimentation 
In 1963, the United States Public Health Service (PHS) and the American 
Cancer Society (ACS) subsidized a private research project conducted by physicians 
at the Jewish Chronic Disease Hospital of Brooklyn, New York. The experiment 
involved the injection of “live cancer cells into uninformed, non-consenting African- 
American patients” (Speigel, Bloom, Kraemer, & Gottheil, 1989, p. 888).
In 1972, African Americans were yet again at the forefront of medical 
experimentation. In this disturbing incidence, 23 women, most of whom were African 
American, were transported by bus to Philadelphia, Pennsylvania, from Chicago, 
Illinois, to undergo an abortion procedure with a new medical device known as the 
“super coil.” “Despite the prevailing sentiment of the medical community that the 
Super Coil should not be used to perform abortions, this device was used on these 
African-American women” (Speigel et al., 1989, p. 889). Consequently, more than 
half the participants suffered hemorrhaging and required hysterectomies.
Perhaps the longest period of medical experimentation that ravaged the nation 
for forty years was the Tuskegee Syphilis Experiment. Between 1932 and 1972, the 
U.S. Public Health Service (PHS) conducted an experiment on 339 Black men in 
advanced stages of syphilis. The men, for the most part illiterate, were drafted from
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the poorest counties in Alabama and were never told about their disease. Apparently, 
the experimenters had no intentions of curing the men of syphilis. Data gathering was 
to be collected from autopsies of the men; thus, they were deliberately left untreated, 
which can result in the development of tumors, heart disease, paralysis, blindness, 
insanity, and death (Lehrer, 1997).
Stigma of Non-Black Health Professionals 
Healthcare stigmas held by African Americans may include the fact that the 
quality of treatment and the emphasis on disease prevention are disparate among 
African Americans. Further, the lack of a representative body of Black physicians in 
health care indicates racial disparities, leading to assumptions about the care non- 
Black physicians are willing to provide. In 1999, a study conducted by the Kaiser 
Family Foundation (2004) found that “ ...80% percent of Blacks believe they receive 
different medical treatment and have different care options due to their race and 
ethnicity” (Williams & Johnson, 2002, p. 1). Furthermore, 8 out of 10 Black 
physicians suggest that the “healthcare system at least ‘somewhat often’ treats people 
unfairly based on various characteristics, with differences particularly striking with 
regard to race and ethnicity” (p. 1).
African Americans comprise a disproportionately small percentage of 
practicing physicians in the United States. Despite the fact that African Americans 
account for 12% of the population, only 3% of American physicians are African
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American (Fauci, 2004). For instance, physicians in West Tennessee have nearly 
doubled in the last 10 years, although Black physicians only account for a dismal 6% 
of the total (Smith-King, 2004).
Numerous contemporary factors may also contribute to health disparities 
among African American men. For example, Blacks have historically resided in areas 
classified as medically underserved and, for a number of systemic reasons (i.e., 
socioeconomic and racial/ethnic disparities), they still receive substandard care today.
Self-Directed Learning 
Self-directed learning has become an established means of empowering adults 
to facilitate their own learning and negotiate learning concerns. Knowles (1975) 
eloquently defines self-directed learning as “a process in which individuals take the 
initiative with or without the help of others, in diagnosing their learning needs, 
formulating goals, identifying human and material resources, choosing and 
implementing learning strategies and evaluating learning outcomes” (p. 18). Cross 
(1981) contends that 70% of learning in adulthood is self-directed.
Knowles (1970, 1975) built upon early conceptions of self-directed learning 
established by Houle (1961/1993). Houle (1961) fostered fundamental changes in 
philosophies about learning. He supported the concept that learning was not confined 
to children and traditional college-aged students and that learning takes place outside 
of the classroom. Knowles (1970) advanced the literature on self-directed learning
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through his assumptions of the natural learning progression of adults (i.e., dependent 
to independent learning cycle). He considered adults to have an inherit fervor to be 
self-directed as they mature and hypothesized that adults would prefer to engage in 
learning activities autonomously.
Merriam and Caffarella (1991) note Knowles’s (1975) work in their analysis 
of self-directed learning: “self-directed learning is a form of study in which learners 
have the primary responsibility for planning, carrying out and evaluating their own 
learning experiences” (p. 41). He recognized the importance of personal 
responsibility for one’s learning as an imperative to the successful transformation into 
a self-directed learner. Knowles (1975) identified six major steps in his description of 
self-directed learning: (1) setting the conditions (climate) for learning, (2) identifying 
learning needs, (3) devising learning goals, (4) negotiating necessary resources for 
learning, (5) selecting and implementing desired learning strategies, and (6) 
measuring learning outcomes.
Roberson and Merriam (2005) note that several authors of adult education 
outlined self-directed learning processes. They classify the models into two distinct 
categories: linear and interactive. Brockett and Hiemstra (1991) present nonlinear 
interactive models that emphasize “opportunities people find in their own 
environments, the personality characteristics of learners, cognitive processes, and the 
context of learning, which collectively interact to form episodes of self-directed
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
24
learning” (Merriam & Caffarella, 1999, p. 295). Garrison’s (1997) multidimensional
interactive model is noteworthy because the model considers social aspects of
learning, the learner’s personal will to learn (motivation), and how one manages
(regulates) one’s learning efforts.
The sustained emphasis and inquiry on the study of self-directed learning is
noted by Brockett and Hiemstra (1991). They assert:
Few topics, if any, have received more attention in the field of adult education 
over the past two decades than self-directed learning. Ever since the 1971 
publication of Tough’s (1973) seminal study, The Adult’s Learning Projects, 
fascination with self-planned and self-directed learning has [led] to one of the 
most extensive and sustained research efforts in the history of the field, (p. xi.)
The study of self-directed learning is not without scrutiny. Critics in the field
of adult education such as Brookfield (1988) have questioned the theoretical
adequacy of self-directed learning. He argues that adult educators are blinded by the
concept of self-directed learning being all-encompassing and accommodating to adult
learners and that its use may be irrelevant to furthering the understandings of the field
of adult education. Brookfield (1993) challenged definitions of self-directed learning,
arguing that informed and reflective decision making about one’s learning is an inept
learning concept that is unachievable by true adult learners who are burdened with the
struggles of everyday life.
Prior to 1983, Brookfield (1983) identified four critical concerns regarding
self-directed learning research in the field of adult education: 1) the emphasis of
research was on White middle-class participants; 2) quantitative research methods
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consumed much of the adult education literature; 3) the element of the individual was 
emphasized; and 4) research findings neglected to address social and political 
implications.
Self-Directed Learning and Health Research 
There is an onward moving trend toward online-based learning where adults 
have the opportunity to engage in self-directed learning projects. In recent years, adult 
participation in self-directed learning projects has increased (Livingstone, 1999; 
Tough, 1973). With the availability of free online health education resources and 
other web-based technologies, adults with access to this technology are readily 
equipped to engage in self-directed learning initiatives as it relates to their health. 
Gray, Fitch, Phillips, Labracque, and Klotz (1999) acknowledge the growing trend of 
self-reliance for health education. They contend, “This seems to be the result of 
converging influences, including a growing distrust of medical authority, historical 
failures by the healthcare system to provide adequate information, and the ascension 
of a consumerist philosophy” (as cited in Rager, 2006, p. 134).
The percentage of African Americans who contribute to the increase in the 
participation of self-directed learning initiatives is unidentified. There has been a 
decline in the extent of research on the subject (Brockett, Stockdale, Fogerson, Cox,
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Canipe, & Chuprina, 2000), particularly involving African American learners. It is 
evident that African American men are less involved with the self-directed learning 
process. For example, a comparative study conducted by Abbott, Taylor, and 
Barber (1998) revealed that African American men received lower prostate health and 
cancer knowledge scores than Caucasian men. African American men were more 
likely to associate pain as the first signs of prostate cancer. This is significant because 
basic information regarding the etiology of prostate cancer and recommendations for 
health action are available online and in published print materials (i.e., books, 
magazines, pamphlets/flyers).
Numerous research studies have been conducted regarding prostate cancer, yet 
few studies in the adult education literature have focused on prostate cancer and the 
self-directed learning process, especially as it concerns African American men. Breast 
and prostate cancer studies, particularly from the health and medical research, have 
incorporated self-directed learning into their examinations. Although these studies do 
not explore self-directed learning holistically, several emphasize knowledge 
acquisition and learning among prostate cancer patients (Breau & Norman, 2003; 
Dale, Jatsch, Hughes, Pearce, & Meystre, 2004; Krizek, Roberts, Ragan, Ferrara, & 
Lord, 1999; Rozmovits & Ziebland, 2004; Ziebland, 2004). Only three studies 
involving breast cancer patients (Alexander, 1997; Murphy-Ende, 1996; Rager, 2003) 
focus entirely on cancer and self-directed learning.
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Alexander’s (1997) study revealed relationships between learning and healing. 
Murphy-Ende’s (1996) study involving the use of a patient computer-assisted 
education program revealed relationships between self-directed learning and self- 
efficacy (as cited in Rager, 2003). Rager’s (2003) investigation involving the self­
directed learning of women with breast cancer is one of the first studies to examine a 
health crisis and self-directed learning. Her participants revealed that the their 
motivation to engage in self-learning derived from “the desire to overcome fear 
associated with the diagnosis, the desire to understand what was happening to them so 
they could best help themselves, and the need to learn so that they could make 
informed choices regarding their treatment or to confirm their doctors’ treatment 
choices” (p. 283).
Perhaps the most significant contributions of this study regard the impact of 
emotions on the self-directed learning process (Rager, 2003, p. 290). As reported by 
the participants in Rager’s study, “Emotions interfered with their ability to begin 
learning and their ability to make use of some resources, influenced their reactions to 
some of the information they did find, and impaired their ability to stay focused” (p. 
290).
Several questions surface from Rager’s (2003) breast cancer study. Do the 
emotions of dealing with an illness affect African American men’s ability to engage 
in self-directed learning? Are there prerequisites to engaging in the self-directed 
learning process that are specific to gender and race? More recently, Rager (2006)
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
28
explored these questions in her qualitative study of twelve prostate cancer patients. 
Rager (2006) examined the experiences of men through the self-directed learning 
process and found four emerging themes: (1) men do not talk about their health 
problems; (2) men struggle to make meaning of the reality of having an illness; (3) 
men struggle with their emotions; and (4) men realize that coping with a disease is 
long term. These themes suggest that men with prostate cancer struggle with their 
emotions very similarly to women with breast cancer. Their learning involved coping 
with the realities of their illnesses and negotiating their health options. Rager (2006) 
also suggested that gender may be an important influence on the participant’s 
experiences with prostate cancer and self-directed learning.
The current literature on self-directed learning and prostate cancer is 
ethnically insufficient, especially studies involving African American men. The 
process of self-directed learning is critical to adult development because it has the 
ability to empower learners through the self-learning process. Nonetheless, the gaps 
in the adult education literature make it difficult to discuss African Americans across 
a continuum of nonethnic/culturally sensitive paradigms. Brockett and Hiemstra 
(1991) concur that self-directed learning initiatives “cannot be divorced from the 
social context in which they occur because the social context provides the arena in 
which the activity of self-direction is played out” (p. 32).
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Self-Directed Learning and African Americans 
Notwithstanding the theoretical usefulness of the self-directed learning 
literature, traditional models and formal approaches to learning fail to examine the 
learning needs and habits of African American adults (Rowland, 2000). Much of the 
well-known and accepted ideologies of adult learning originate from a White, middle- 
to upper class, male perspective (Caffarella, 1992; Tennant & Pogson, 1995). 
Chickering and Havighurst (1981) argue that positioning women and other minorities 
into Eurocentric models of learning would be difficult and inappropriate. Rowland
(2000) argues, “Any discussion of self-help [or self-directed learning] for African 
Americans must include the interplay of race, economics, power, and education” (p.
1). These ingredients interact to deter African American men from engaging in the 
self-directed learning process. For instance, Ellsworth (1992) asserts that learners 
with exposure to traditional school education are more readily equipped to engage in 
the self-directed learning process than those without previous access to such formal 
learning environments.
The movement toward deconstructing negative perceptions of the American 
healthcare system will persist. Ultimately, there is no plausible way of disregarding 
the malevolence African Americans endured throughout the maturation of the U.S. 
health system; however, influential evidence suggests that significant others, such as 
peers, community members, and same-race health professionals, may effectively 
guide African American men toward self-directed practice regarding their health.
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Lav Health Advisors
A grassroots practice of self-directed learning that may prove to be more
culturally sensitive is the involvement of lay health advisors (LHA) as facilitators of
learning for African American men. LHAs are typically members of a community
who work primarily in community settings and serve as liaisons between healthcare
consumers and professionals to promote health among disparate groups that lack
access to adequate care (Eng, Parker, & Harlan, 1997). For example, Tingen et al.
(1998) reported that educational interventions involving peer educators and social
workers who assist African American men in navigating the health system had a
greater effect on the men’s motivation to participate in cancer screening.
Salber (1979), an influential pioneer of the LHA model, originally developed
a program of “health facilitators” charged with improving personal health through the
efforts of the individual and other resources in response to the various problems of the
delivery of health services (Service & Salber, 1979). Further, Service and Salber
detail the program:
In every community, lay people exist to whom others naturally turn for 
support, advice, and help. If these people can be identified and offered 
training in promotive health practices, in prevention of disease, and in early 
recognition of illness... they can be a great strengthening element to the 
community in which they live. (p. 5-6)
LHAs differ from other types of community health workers in that they are 
characterized as less formal and less professionally oriented (Love, Gardner, & 
Legion, 1997). Jackson and Parks (1997) support a naturalist view of the lay health
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advisor. Their conservative definition notes a LHA is a person “who [is] identified 
and recognized by other community people as one who offers help” (p. 420). These 
definitions help to draw a dividing line between natural helpers from the community 
and those who represent agencies. LHAs “differ from auxiliaries and aides because 
they are volunteers and unpaid (Salber, 1976, p. 471). Community workers or 
advisors who receive extensive training appear to the community as paraprofessionals 
rather than natural helpers. This has the potential to recreate barriers between those 
within the community who are marginalized and those from the community who are 
concerned with grassroots endeavors to deconstruct barriers to adequate health 
services in the community.
Lay health advisors have the potential to provide communal support to 
African American men and work steadfastly to educate about prostate cancer and 
health services available within the community (i.e., prostate cancer screening). 
Through this effort of exposing African American men to cancer literature, it is 
anticipated that an implicit interest to learn will motivate the men to engage in self­
directed learning practice. A challenge for adult educators concerned with African 
American men will be to gain their interest to motivate them to action (i.e., self- 
learning). Interest results when an activity or subject has identification (Dewey, 1913) 
and meaning for an individual (Blumenfeld, 1992). According to Schiefele (1991), 
when learners are motivated by interest, their motivation is sustained by the reward of
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Etiology of Prostate Cancer
The prostate is a gland about the size of a walnut found only in men. It is 
located just underneath the bladder. The prostate gland is therefore vital to proper 
bladder control and urinary function and it is a significant component (essential for 
normal sexual function) of the male reproductive system. The prostate is the gland of 
ejaculation that supplies about 95% of seminal fluid and the power that propels the 
fluid through the urethra and out of the penis (CDC, 2003). The urethra (the tube that 
carries urine from the bladder to outside the body) runs through the center of the 
prostate. An increase in size of the prostate (a normal tendency as men age) can cause 
the urethra to narrow and decrease urine flow (CDC, 2003). Symptoms or conditions 
such as frequent urination; week or interrupted urination flow; pain or burning during 
urination; blood in the urine or semen; back, hip, and pelvic pain; and painful 
ejaculation may result (CDC, 2003).
Prostate cancer develops when cells in the prostate grow irregularly. Over 
time these cells multiply and divide to create new cells that the body cannot use; these 
unneeded cells form a mass of tissue called a tumor. Abnormal cells may potentially 
spread to other parts of the body, multiply, and increase the risk of death (CDC,
2003).
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Treatment
Common treatments for localized prostate cancer may include hormonal 
therapy, chemotherapy, radiation therapy or surgical removal of the prostate gland. 
Surgery is a lengthy procedure, although it may reduce the probability of the 
reoccurrence of malignant cells. Two important side effects of surgical treatment are 
impotence (sexual dysfunctions) and incontinence (urinary dysfunctions). Radiation 
treatment beams radiation onto the body around the area of the prostate. Potentially, 
this procedure may damage unaffected surrounding tissue. Hormonal therapy and 
chemotherapy can cause significant imbalances to cells within the patient’s body 
(Clapp, 1997). It is important to note that these adverse outcomes to treatment vary 
from person to person and are dependent upon the age of the individual and the 
severity of cancer in the prostate.
Prostate Cancer Screening
Although modem medicine has yet to identify the cause of prostate cancer 
(CDC, 2003), a high probability of survival is contingent upon early detection. 
Screening, which refers to examining signs of disease in people who have no 
symptoms, is a method of detection commonly performed by urologists and other 
health professionals.
Considerable debate continues to surround the benefits of mass screenings for 
prostate cancer. Medical researchers and policy makers have questioned whether
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screening is economically feasible and whether it leads to unnecessary anxiety among 
men. It is recognized that prostate cancer develops slowly and more men die of other 
causes. However, one cannot disregard the overall prostate cancer incidence and 
mortality rates among African American men, which are exceedingly higher than any 
other race in the world (CDC, 2003). Between 1990 and 1995, America witnessed a 
decline in mortality rates due to prostate cancer; however, Ries and Kosary (1997) 
observed that the decline was not readily witnessed among African American men.
In part, the health inequality among African American men could have been a result 
of late-stage diagnoses of prostate cancer, whereas prostate cancer screening could 
have identified irregularities in prostate health earlier. Two common forms of 
screening include the DRE (or digital [finger] rectal examination) and the PSA 
(prostate specific antigen).
Digital Rectal Examination and Prostate Specific Antigen Test 
The DRE is a brief examination that requires a health professional to insert a 
finger into the rectum to explore the prostate gland for any irregularity in size and 
abnormally firm areas (IDPH, 2006). PSA is a chemical (glycoprotein) produced by 
the prostate gland. The chemical concentration in the blood is a measure of the level 
of PSA. Although the amount of PSA in a man’s blood usually increases with age, 
higher than normal PSA levels can be an indication that cancer has developed in the 
gland.
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In 1992, the American Cancer Society published the first set of guidelines for 
prostate cancer screening (Mettlin, Jones, Averette, Gusberg, & Murphy, 1993). Early 
screening for PSA is recommended beginning at age 50 and earlier for African 
American men and men with a family medical history of prostate cancer.
Risk Factors for Prostate Cancer 
Conclusive medical evidence that explains the causes of prostate cancer is not 
yet known. There may be certain genetic traits that position African American men at 
higher risks for the disease than other races. While all men are at risk for prostate 
cancer, there are certain risk factors that can increase the chance of developing the 
disease (IDPH, 2006). Medical professionals recognize that age, race and family 
medical history of the disease are the three most important risk factors to consider in 
the United States.
Prostate Cancer and Age 
Age is an important risk factor for prostate cancer. The disease is rarely 
diagnosed in men younger than 40 years; however, incidence can be found in younger 
men, especially African American men, due to risk factors such as a family medical 
history of the disease (National Cancer Institute, 2006). For example, for men 
younger than 40 years, the probability of being diagnosed with prostate cancer is 1 in 
19,299, for men aged 40 through 59 years it is 1 in 45, and 1 in 7 for men between 60
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through 79 years, with an overall lifetime risk of developing prostate cancer of 1 in 6 
(Jemal, Murray, Samuels, Ghafoor, Ward, & Thun, 2003).
Prostate Cancer and Race 
A review of the literature on racial health disparities showed that clinical 
treatment for prostate cancer is least accessed among African American men 
(Hoffman, Gilliland, et al. 2001; Hoffman, Harlan, et al., 2003). Hoffman et al.
(2001) found in their study that prostate cancer was detected more frequently in 
African American men at clinically advanced stages than White men. Other 
researchers have examined similar health behaviors in their studies involving African 
American men and prostate cancer (Aldrich, Williams, & Kaufman, 1995; Mettlin, 
Murphy, McGinnis, & Menck, 1995; Nomura & Kolonel, 1991).
Black men are nearly twice as likely as White men to receive an initial 
prostate cancer diagnosis that is characterized as advanced and late staged (Bennett, 
Ferreira, & Davis, 1998); however, the researchers believe that being of Black race is 
not a barrier to early prostate cancer diagnosis. They contend that it is the level of 
illiteracy that contributes to health disparities.
Historically, African Americans have resided in low-income urban areas that 
lack adequate healthcare services. Moreover, education level is a predictor of good 
health, and better access to education could help to promote lifestyle behaviors that 
would improve health in general. Plowden (1999) notes that it is not sufficient just to
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have a perceived susceptibility to prostate cancer, to know the associated severity, 
and to know the benefits of early treatment; “equally important, an individual has to 
have the perceived ability to seek care” (p. 5).
Powell (1997) suggested that low participation in early prostate cancer 
screening among African American men is a result of barriers. The literature has 
identified several variables, including socioeconomic status, knowledge, prostate 
cancer risk perceptions, fear of health professionals, access, racism, fear of 
experimentation, and distrust of the U.S. healthcare system (Bloom, Hayes, Saunders, 
& Flatt, 1987; Collins, 1997; McCoy, Anwyl, Metsch, Inciardi, Smith, & Correa, 
1995; Ndubuisi, Kofie, Andoh, & Schwartz, 1995; Powell, Gelfand, Parzuchowski, 
Heilbrun, & Franklin, 1995; Price, Colvin, & Smith, 1993; Robinson, Ashley, & 
Haynes, 1996; Smith et al., 1997; Watts, 1994).
Prostate Cancer and Family Medical History 
Case control, cohort, twin, family and many other epidemiologic studies have 
strongly suggested a correlation between susceptibility genes and prostate cancer 
(Lichtenstein et al., 2000). As with other cancers such as breast and colon, researchers 
have frequently reported familial clustering of prostate cancer (Carter, Beaty, 
Steinberg, Childs, & Walsh, 1992; Ghadirian, Howe, Hislop, & Maisonneuve, 1997; 
Matikaine et al., 2001; Stanford & Ostrander, 2001).
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The National Cancer Institute (2006) reports that 5% to 10% of prostate 
cancer cases are linked to high-risk inherited genetic factors or prostate cancer 
susceptibility genes. Several large case control studies and cohort studies conducted 
by physicians and other health professionals suggest that family medical history is a 
primary risk factor in prostate cancer (Cannon, Bishop, Skolnick, Hunt, Lyon, & 
Smart, 1982; Carter et al., 1992; Gronberg, Damber, & Damber, 1996). Prostate 
cancer among first-degree relatives, such as a brother or father, increases the risk of 
prostate cancer, and the risk is inversely related to the affected relative’s age (Cannon 
et al., 1982; Ghadirian et al., 1997; Gronberg, Damber, & Damber, 1996; Matikaine 
et al., 2001; Stanford & Ostrander, 2001).
Chapter Summary
This chapter reviewed the adult education literature, the etiology of prostate 
cancer, and the history of medical mistreatment of African Americans in the U.S.
This review stands merely as an illustration of the need for a body of knowledge that 
critically examines African American men. Although self-directed learning models 
fail to consider the unique experiences of African Americans, they are pivotal 
resources for the development of culturally sensitive paradigms. The process of 
motivating African American men to be self-directed learners, proposed in this 
chapter, is not exempt from critique. The ideology of proposing a process of self- 
learning was grounded in the notion that the adult education literature requires a
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paradigm shift toward a more culturally and ethnically sensitive framework that 
accounts for the experiences and behaviors of African American men.
Motivating African American men to be self-learning involves an intricate 
process. Centuries of unjust experimentation on African Americans have levied 
generational barriers between the African American community and American 
healthcare providers. However, research has indicated that community-based 
initiatives involving support groups, such as lay health advisors (LHA), are 
instrumental in motivating African American men to take interest in their health. It 
critical to uphold the values African Americans place on support groups.
Chapter III establishes the next stage of inquiry in this study. The 
methodological approach and procedures used in the present study are outlined and 
discussed in detail.
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CHAPTER III
METHODOLOGY
The purpose of this research study was to investigate how African American 
males perceive their risk of prostate cancer, benefits of screening and barriers that 
hinder participation in early detection practice. This chapter describes the methods 
and procedures used in this study. Data collection and analysis procedures, human 
subjects’ protection guidelines and the study instrument are included.
Study Design
This study used a quantitative (nonexperimental) design. The quantitative 
paradigm was appropriate for this study because it enabled the researcher to explore 
the research questions regarding perceptions of prostate cancer and screening and 
analyze the results for statistical significance. The following variables were 
measured: susceptibility (risk) to prostate cancer, benefits of screening, and barriers 
to participation in early detection methods.
Perceptions about prostate cancer screening among African American males 
was selected as the preventive health phenomenon to be studied, in part because of 
the preponderance of prostate cancer research literature that reflects epidemiological
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studies. This study remedies some of the gaps in the literature, especially among 
ethnic minorities, by using a large representative sample size and purposive sampling.
Sample
The sample for this study was composed of African American males 18 years 
and older residing in rural, suburban and urban Illinois. To produce the most useful 
data with limited resources (i.e., research funding) and to secure the participation of a 
statistically significant body of African American males, purposive sampling was 
used. Historically, research regarding Black health behavior has been difficult to 
obtain due to limited participation of this population (Woods, Montgomery, Belliard, 
Ramirez-Johnson, & Wilson, 2004). Adult African American males were recruited 
from churches and religious organizations because these venues allowed for 
convenient access to the population. The inclusion criteria for this study were as 
follows: (1) be an African American male 18 years and older, (2) be without 
diagnosis of prostate cancer, (3) have the ability to read and understand 
questionnaires in English, (4) be a church congregation member and/or a part of a 
religious organization, and (5) informed consent.
Data Collection
Using an Internet-based search engine, churches and religious organizations in 
rural, suburban, and urban Illinois were located. A request for study participation
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letter as well as an informed consent form was sent to the selected organizations.
Upon approval, the principal administrator(s) of each participating religious 
organization informed their members (who met the inclusion criteria) of the study.
The study was conducted between September 2006 and December 2006. The 
researcher and an assistant traveled to each participating site with the study 
instruments and informed consent forms and collected data from 226 African 
American men ages 18 years and older. The assistant administered the surveys and 
the researcher collected the instrument and reviewed each for completion prior to 
leaving the data collection site. The study was approved by the Institutional Review 
Board (IRB) of Northern Illinois University prior to the commencement of data 
collection. An informed consent form (Appendix B) notified study participants of 
their rights as voluntary contributors. They were informed that they could withdraw 
from the study at any given time without penalty, that the information provided to the 
researcher would be kept in confidence, that their informed consent was implied via 
the return of the signed informed consent form, and that there were no known risks or 
direct benefits to participating in the study.
Study Instrument
This study used the Gibbs Health Belief Model Questionnaire (Appendix A), 
an adaptation of Champion’s (1999) susceptibility, benefits, and barriers scale for 
mammography screening and a demographic data form developed by the researcher
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(Appendix A). Modifications to Champion’s (1999) instrument questions and Likert 
scale were necessary to account for African American males and their perceptions of 
prostate cancer and early detection methods. Champion’s (1999) questionnaire was 
modeled because the instrument proved to be reliable and has yielded rich data in 
other studies regarding the variables of susceptibility, benefits, and barriers 
(Champion, 1984, 1992,1993,1999; Ekstrom, 2004; Wyper, 1990).
Survey research is based on the notions that if you want to explore the 
perceptions or thoughts of people about a subject area, just ask them (Goodwin,
1998). The questionnaire containing 34 items was systematically divided into four 
parts. One section contained five questions related to prostate cancer susceptibility 
(risk), nine items were related to perceived benefits of prostate cancer screening 
(DRE/PSA), and eleven items investigated perceived barriers. The fourth section 
consisting of nine items was on the demographic data form, which requested 
information including personal and family medical history of prostate cancer, age, 
method of payment for PSA screening, relationship status, education level, household 
income and geographic region.
The instrument used a 4-point Likert scale to measure responses. Responses 
ranged from 4 to 1: strongly disagree (4), disagree (3), agree (2), and strongly agree 
(1). Each section was scored independently with the following score ranges for each 
of the variables: susceptibility (risk) to prostate cancer (1-5), benefits of screening
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including DRE/PSA tests (6-14), and barriers to screening including DRE/PSA tests 
(15-25).
Data Analysis
The data collected from this study were analyzed using predictive analytics 
software technology, SPSS for Windows (SPSS 14.0, SPSS Inc., Chicago, IL). The 
study sample was described using measures of central tendency (mean) and 
dispersion (standard deviation and range) for continuous-scaled variables and 
frequency and percent for categorical-scaled variables. The answers to research 
questions 1 to 3, which concerned demographic differences between perceived risk of 
prostate cancer, benefits of prostate cancer screening and barriers to participation in 
early detection methods, were determined by using independent-samples t tests for 
family medical history and relationship status and analysis of variance (ANOVA) for 
age, education level, household income, and geographic location. Statistically 
significant ANOVA results were followed by Bonferroni adjusted independent- 
samples t tests to determine which groups were statistically different.
To ensure an intuitive interpretation of the results, the datasets were reverse 
coded and the means of the responses to perceived susceptibility, benefits, and 
barriers were measured. Therefore, the resultant score is on the same scale as the 
original Likert scale used in the GHBMQ.
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Dependent Variables 
Perceived susceptibility (risk): This variable is measured on a continuous 
scale with a theoretical range of 1 to 4. This variable was derived by computing the 
average (mean) of Questions 1 through 5 on the GHBMQ. Questions 1 -5 were 
reverse coded prior to computing the score (e.g., a 1 was converted to a 4, 2=3, 3=2 
and 4=1). Lower scores indicate a perception of less risk while higher scores indicate 
a perception of more risk.
Perceived benefits: This variable is measured on a continuous scale with a 
theoretical range of 1 to 4. This variable was derived by computing the average 
(mean) of Questions 6 through 14 on the GHBMQ. Questions 6-14 were reverse 
coded prior to computing the score (e.g., a 1 was converted to a 4, 2=3, 3=2 and 4=1). 
Lower scores indicate a perception of less benefit while higher scores indicate a 
perception of more benefit.
Perceived barriers: This variable is measured on a continuous scale with a 
theoretical range of 1 to 4. This variable was derived by computing the average 
(mean) of Questions 15 through 25 on the GHBMQ. Questions 18-25 were reverse 
coded prior to computing the score (e.g., a 1 was converted to a 4, 2=3, 3=2 and 4=1). 
Lower scores indicate a perception of fewer barriers while higher scores indicate a 
perception of more barriers.
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Independent Variables
The independent variables were recoded to ensure that a sufficient number of 
subjects were in each of the six demographic variables analyzed in this study (age, 
family history, relationship status, education level, income, and geographic region 
(community). Table 1 outlines the recoded independent variables.
Cowen and colleagues (1996) argue that advancing age increases the 
likelihood of participating in prostate cancer screening. Further, Myers and colleagues 
(1996) support this notion in their study of screening intention among African 
American men. They found a positive and significant correlation between African 
American men between the ages of 50 and 70 and prostate cancer screening intention. 
In this study the variable age was recoded into four groups: 18-29, 30-39, 40-49, and 
50 and older.
In this study, the descriptive statistics for family medical history shows that 
there are 185 respondents with no family medical history of prostate cancer; 8 with a 
brother with a medical history of prostate cancer, and 33 with a father with a medical 
history of prostate cancer. The 8 respondents with a brother with a medical history of 
prostate cancer were too few to analyze statistically; therefore, the categories 
“Brother” and “Father” were combined and the categories were relabeled as “Yes” 
(with a family medical history of prostate cancer) and “No” (without a family medical 
history).
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Table 1 Recoded Independent Variables
Independent Variables Original Categories Recoded Categories
Age 18-29 yrs; 30-39 yrs; 40-49 yrs; 
50-59 yrs; 60-69 yrs; 70 yrs +
18-29 yrs; 30-39 




“Myself’; “Brother”; “Father” “Yes”; “No”
Relationship Status “Married or in a committed 
relationship”; “Single”; “Life 
Partner—female or male”; “Other”
“Single”; “Not 
Single”
Education Level “Some high school”; “High school 
graduate (includes equivalency)”; 
“Some college”; “College 
graduate”; “Graduate education”
“Some high school 





Income Less than $10,000; $10,000 to 
$30,000; $31,000 to $60,000; 
$61,000 to $90,000; $91,000 +
<$10,000 to 
$30,000; $31,000 to 
$60,000; $61,000 +
Relationship status is a variable with little consideration in Black health 
literature. Previous studies have examined family and significant others as motivators 
of health behavior in Blacks (Fleury, 1996; Jemmott & Jemmott, 1991; Jennings, 
1997; Plowden & Miller, 2000); however, the researcher sought to examine 
differences among those in a relationship and those not in a relationship. Therefore, 
the variable “Relationship Status” was relabeled and categorized into two groups:
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“Single” and “Not Single.” Respondents who self-identified as “Married or in a 
committed relationship” and “Life Partner—Female or Male” (Not Single) were 
combined, and those who identified as “Single” and “Other” were combined (Single).
The variable “Education Level” was simplified into four groups: “Some high 
school or high school,” “Some college,” “College graduate,” and “Graduate 
education.” Similarly, the variable “Income Level” was categorized into three groups: 
“<$10,000 to $30,000,” “$31,000 to $60,000,” and “$61,000 and above.”
Reliability
The reliability of this study concerned the instrument (GHBMQ) used to
gather the study data. The researcher modeled Champion’s (1999) instrument because
the tool received extensive scrutiny and Cronbach’s (1951) alpha scores considered
the instrument reliable. This measure of reliability indicates the extent to which a set
of test items (i.e., GHBMQ) can be manipulated to measure a single variable (i.e.,
Perceived Susceptibility (Risk), Perceived Benefits, and Perceived Barriers)
(Cronbach, 1951). Champion’s (1999) instrument revealed the following scores:
All items on the susceptibility score met the criteria for inclusion, and a 
standardized item alpha of .87 was obtained for the final scale.... For the 
benefits scale, correlated item-total correlations revealed all items to be 
between .37 and .57. Deleting items did not increase the alpha. A final 
standardized item alpha of .75 was obtained. The barrier scale had 11 
items, all of which correlated at .41 or above on the corrected item-total. 
Deleting any item would not have increased the standardized item alpha 
significantly; therefore, all items were retained. A final standardized alpha 
of .88 was obtained. (Champion, 1999, p. 345)
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Internal Consistency 
This study also used Cronbach’s (1951) alpha to measure the internal 
consistency reliability. The reliability scores for this study are shown respectively in 
Table 2. A Cronbach’s (1951) alpha score of 0.70 or higher is recommended prior to 
the use of an instrument; however, this suggested score is a general rule of thumb, not 
a formal requirement. Similar to the internal consistency reliability of Champion’s 
(1999) instrument, each of the Cronbach’s (1951) alpha scores in this study had 
excellent internal consistency reliability: 0.90, 0.89, and 0.82.
Table 2 Internal Consistency of Dependent Variables
Dependent Variables Cronbach’s Alpha n of Items
Perceived Susceptibility (Risk) .898 5
Perceived Benefits .885 9
Perceived Barriers .815 11
Chapter Summary 
This chapter outlined the methods and procedures that guided the 
development and report of the present quantitative study. This included a detailed 
discussion of the quantitative research design approach, sample, study questions, data 
collection, analysis procedures, instrument reliability, strategies for validating the 
findings, and ethical considerations.
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
50
The data collected from this study were analyzed using predictive analytics 
software technology, SPSS for Windows (SPSS 14.0, SPSS Inc., Chicago, IL). The 
study sample was described using measures of central tendency (mean) and 
dispersion (standard deviation and range) for continuous-scaled variables and 
frequency and percent for categorical-scaled variables. The answers to the research 
questions, which concerned demographic differences between perceived risk of 
prostate cancer, benefits of prostate cancer screening and barriers to participation in 
early detection methods, were determined by using independent-samples t tests for 
family medical history and relationship status and analysis of variance (ANOVA) for 
age, education level, household income, and geographic location. Statistically 
significant ANOVA results were followed by Bonferroni adjusted independent- 
samples t tests to determine which groups were statistically different.
In Chapter IV, the findings are presented quantitatively and supported with 
narration of the emerging themes that derived from the research instrument.
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RESULTS
The purpose of this research study was to investigate how African American 
males perceive their susceptibility (risk) of prostate cancer, benefits of screening and 
barriers that hinder participation in early detection methods. A total of 226 
questionnaires were distributed to African American men at churches and religious 
organizations located in rural, suburban and urban Illinois cities over a four-month 
period. All respondents were verified to ensure they met the study inclusion criteria 
prior to completing the questionnaires. There were no discarded questionnaires or 
missing data. Descriptive statistics were collected using the study Data Form. Table 
1.2 displays the descriptive statistics for selected variables.
Overview of Descriptive Statistics 
Participants in the study were 18 years of age and older, with most (56.1%) of 
the men 30 years of age and older. The highest level of education was a graduate 
education (9.7%), with most of the men (37.6%) with some college education. The 
most frequent household income category (40.7%) was $31,000 - $60,000, with 
22.6% of the participants in the <$10,000 - $30,000 category. Fifty-four percent of
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the participants reported single status, while 46.0% were either in the category 
“Married or in a committed relationship” or “Life Partner—male or female.” The 
participants identified their communities (geographic locations) as urban (36.7%), 
rural (34.5%) or suburban (28.8%). Almost 82% (81.9%) had no family medical 
history of prostate cancer, while 18.1% had a father or brother with a history of the 
disease. The participants (81.4%) reported that a healthcare provider has never 
recommended a DRE or PSA test. About three fourths (75.7%) of the participants 
have not had or plan to have a DRE or PSA test, but 70.4% reported that their health 
insurance would pay for their prostate cancer screening test.
Table 3 Descriptive Statistics for Selected Variables (N=226)
Variables n %
Age o f Participants 18-45 years 99 43.8
30-39 years 48 21.2
40-49 years 57 25.2
50 years + 22 9.7
Education Level Some High School or 
High School Graduate
26 11.5
Some College 93 41.2
College Graduate 85 37.6
Graduate Education 22 9.7
Household Income <$ 10,000-530,000 51 22.6
$31,000-560,000 92 40.7
$61,000 + 83 36.7
Relationship Status Single 122 54.0
Not Single 104 46.0
Geographic Location Urban 83 36.7
Rural 78 34.5
Suburban 65 28.8
Family Medical History Yes 185 81.9
No 41 18.1
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Research Question 1
Are there demographic differences with regard to perceived risk for prostate cancer?
Age and Perceived Susceptibility 
The oldest age group (50 years and over) had the largest mean perceived 
susceptibility (risk) score. Tables 4 and 5 show a statistically significant difference in 
the average perceived risk score among the four age groups. There was a statistically 
significant difference in the mean perceived susceptibility (risk) score among the four 
age groups. The mean (SD) perceived susceptibility (risk) score was 1.72 (0.60), 1.89 
(0.67), 1.92 (0.74), and 2.53 (0.95) for the 18-29, 30-39, 40-49 and 50 and over age 
groups respectively (F=8.15; df=3, 222; P0.001).
Table 4 Age and Perceived Susceptibility
Variables N Mean Std. Deviation
18-29 years 99 1.7232 .60252
30-39 years 48 1.8875 .66641
40-49 years 57 1.9193 .74437
50 years and over 22 2.5273 .95128
Total 226 1.8858 .72484
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Table 5 ANOVA: Age and Perceived Susceptibility
Sum of Squares Df Mean Square F Sig.
Between Groups 11.773 3 3.911 8.154 .000
Within Groups 106.481 222 .480
Total 118.215 225
Table 6 shows that the “50 years and over” age group had a statistically 
significant, larger mean perceived susceptibility (risk) score than the 18-29 
(PO.OOl), 30-39 (P=0.002), and 40-49 (P=0.003) age groups. Statistically, none of 
the other groups were significantly different from each other. Thus, there is a 
difference in level of perceived susceptibility (risk) between the various age groups. 
In particular, the 50 years and over group perceived greater risk on average than the 
other age groups.
Education Level and Perceived Susceptibility 
There is little statistical evidence to suggest a difference in perceived 
susceptibility (risk) among the education groups. Tables 7 and 8 show that there was 
not a statistically significant difference in the mean perceived risk score between the 
four education groups (F=0.19; df=3, 222; P=0.91).
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30-39 -.16427 .12181 1.000 -.4885 .1600
40-49 -.19607 .11515 .540 -.5026 .1105
50 and over -.80404(*) .16324 .000 -1.2386 -.3695
30-39
18-29 .16427 .12181 1.000 -.1600 .4885
40-49 -.03180 .13567 1.000 -.3930 .3294
50 and over -.63977(*) .17831 .002 -1.1145 -.1651
40-49
18-29 .19607 .11515 .540 -.1105 .5026
30-39 .03180 .13567 1.000 -.3294 .3930
50 and over -.60797(*) .17383 .003 -1.0707 -.1452
50 and over
18-29 ,80404(*) .16324 .000 .3695 1.2386
30-39 .63977(*) .17831 .002 .1651 1.1145
40-49 .60797(*) .17383 .003 .1452 1.0707
* The mean difference is significant at the . 05 level.
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Table 7 Education Level and Perceived Susceptibility
Variables N Mean Std. Deviation
Some High School or High School Graduate 26 1.8538 .74309
Some College 93 1.9269 .65593
College Graduate 85 1.8494 .75461
Graduate Education 22 1.8909 .72484
Total 226 1.8858 . 72484
Table 8 ANOVA: Education Level and Perceived Susceptibility
Sum of Squares Df Mean Square F Sig.
Between Groups .297 3 .099 .186 .906
Within Groups 117.918 222 .531
Total 118.215 225
Household Income and Perceived Susceptibility 
The highest income group ($61,000 and over) had the largest mean perceived 
susceptibility (risk) score. Tables 9 and 10 show that there was a statistically 
significant difference in the mean perceived susceptibility (risk) score between the 
income groups. The mean (SD) perceived susceptibility (risk) score was 1.77 (0.73), 
1.76 (0.69), and 2.09 (0.72) for the <$10,000 - $30,000, $31,000 - $60,000, and 
$61,000 and over groups respectively (F=5.63; df=2, 223; P=0.004).
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Table 9 Household Income and Perceived Susceptibility
Variables n Mean Std. Deviation
<$10,000-$30,000 51 1.7686 .73471
$31,000-$60,000 92 1.7630 .68768
$61,000 and over 83 2.0940 .71998
Total 226 1.8858 .72484
Table 10 ANOVA: Household Income and Perceived Susceptibility
Sum of Squares df Mean Square F Sig.
Between Groups 5.684 2 2.842 5.631 .004
Within Groups 112.531 223 .505
Total 118.215 225
Table 11 shows that the $61,000 and over group had a statistically significant 
larger mean perceived susceptibility (risk) score than the <$10,000 - $30,000 
(P=0.032) and $31,000 - $60,000 (P=0.007) income groups. The <$10,000 - $30,000 
and $31,000 - $60,000 groups (P=1.0) showed no statistically significant difference. 
Thus, there is a difference in level of perceived susceptibility (risk) between the 
various income groups. In particular, the $61,000 and over group perceived greater 
risk on average than the other income groups.
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$31,000-$60,000 .00558 .12401 1.000 -.2936 .3047
$61,000 and over -.32535(*) .12639 .032 -.6302 -.0205
$31,000-
$60,000
<$10,000-$30,000 -.00558 .12401 1.000 -.3047 .2936
$61,000 and over -.33093(*) .10754 .007 -.5903 -.0715
$61,000 
And over
<$10,000 - $30,000 .325350) .12639 .032 .0205 .6302
$31,000-$60,000 .330930) .10754 .007 .0715 .5903
* The mean difference is significant at the .05 level.
Relationship Status and Perceived Susceptibility 
The “Not Single” group had the largest mean perceived susceptibility (risk) 
score. Tables 12 and 13 show a statistically significant difference in the mean 
perceived susceptibility (risk) score between “Single” and “Not Single.” The average 
(SD) perceived susceptibility (risk) score was 1.70 (0.62) versus 2.10 (0.78) for the 
“Single” and “Not Single” groups respectively (t= -4.25, df=224, PO.OOl). Thus, 
there is a difference in level of perceived susceptibility (risk) between those who are 
single versus not single. In particular, the “Not Single” group perceived a greater risk 
on average than those who are single.
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Table 12 Relationship Status and Perceived Susceptibility
Relationship Status N Mean Std. Deviation
Perceived Susceptibility
Single 122 1.7033 .61724
Not Single 104 2.1000 .78382
Table 13 Independent t Test: Relationship Status and Perceived Susceptibility
t Test for Equality o f Means
T d f Sig. (2-tailed)
Perceived Susceptibility -4.254 224 .000
Geographic Location and Perceived Susceptibility 
The urban group had the smallest mean perceived susceptibility (risk) score. 
Tables 14 and 15 show a statistically significant difference in the average perceived 
susceptibility (risk) score between the three geographic locations. The average (SD) 
perceived susceptibility (risk) score was 1.69 (0.68), 1.98 (0.63) and 2.01 (0.84) for 
the urban, rural and suburban locations respectively (F=4.78; df=2, 223; P=0.009).
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Table 14 Geographic Location and Perceived Susceptibility
Variables N Mean Std. Deviation
Urban 83 1.6940 .67740
Rural 78 1.9846 .62566
Suburban 65 2.0123 .84401
Total 226 1.8858 .72484
Table 15 ANOVA: Geographic Location and Perceived Susceptibility
Sum of Squares Df Mean Square F Sig.
Between Groups 4.856 2 2.428 4.776 .009
Within Groups 113.359 223 .508
Total 118.215 225
Table 16 shows that the urban group had a statistically significant, smaller 
mean perceived susceptibility (risk) score than the rural (P=0.031) and suburban 
(P=0.023) groups. The rural and suburban groups showed no statistically significant 
difference (P=1.0). Thus, there is a difference in level of perceived susceptibility 
(risk) between the various geographic locations. In particular, the urban group 
perceived less risk on average than the other geographic locations.
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
61
















Rural -.29064(*) .11244 .031 -.5619 -.0194
Suburban -.31833(*) .11809 .023 -.6032 -.0335
Rural
Urban .29064(*) .11244 .031 .0194 .5619
Suburban -.02769 .11974 1.000 -.3165 .2611
Suburban
Urban ,31833(*) .11809 .023 .0335 .6032
Rural .02769 .11974 1.000 -.2611 .3165
* The mean difference is significant at the .05 level.
Family Medical History and Perceived Susceptibility 
The group with a family medical history had the largest mean perceived 
susceptibility (risk) score. Tables 17 and 18 show a statistically significant difference 
in the mean perceived susceptibility (risk) score between the two groups. The average 
(SD) perceived susceptibility (risk) score was 1.75 (0.62) versus 2.51 (0.84) for the 
group without and with a family medical history respectively (t= -6.62, df=224, 
P<0.001). Thus, there is a difference in level of perceived risk between those with and 
without a family medical history. In particular, the group that had a family medical 
history perceived a greater risk on average than those without a family medical 
history.
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Table 17 Family Medical History and Perceived Susceptibility
Family Medical History n Mean Sid. Deviation
Perceived Susceptibility
None 185 1.7481 .62093
Brother or Father 41 2.5073 .83558
Table 18 Independent t Test: Family Medical History and Perceived Susceptibility
t Test for Equality o f Means
t D f Sig. (2-tailed)
Perceived Susceptibility (Risk) -6.620 224 .000
Research Question 2 
Are there demographic differences with regard to perceived benefits o f prostate 
cancer screening?
Age and Perceived Benefits 
The oldest age group (50 and over) had the largest mean perceived benefits score. 
Tables 19 and 20 show a statistically significant difference in the mean perceived 
benefits score among the four age groups. The average (SD) perceived benefits score 
was 2.93 (0.54), 3.05 (0.49), 3.06 (0.46) and 3.37 (0.37) for the 18-29, 30-39, 40-49 
and 50 and over age groups respectively (F=4.87; df=3, 222; P=0.003).
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Table 19 Age and Perceived Benefits
Variables N Mean Std. Deviation
18-29 years 99 2.9338 .53545
30-39 years 48 3.0486 .48886
40-49 years 57 3.0565 .46249
50 years and over 22 3.3737 .37491
Total 226 3.0320 .50698
Table 20 ANOVA: Age and Perceived Benefits
Sum of Squares Df Mean Square F Sig.
Between Groups 3.572 3 1.191 4.871 .003
Within Groups 54.259 222 .244
Total 57.831 225
Table 21 shows that the 50 and over age group had a statistically significant, larger 
mean perceived benefits score than the 18-29 age group (P=0.001). Statistically, 
none of the other age groups was significantly different than another. Thus, there is a 
difference in level of perceived benefits between the various age groups. In particular, 
the 50 and over age group perceived greater benefits than the 18-29 age group.
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30-39 -.11483 .08695 1.000 -.3463 .1166
40-49 -.12275 .08220 .821 -.3416 .0961
50 and over -.43996(*) .11653 .001 -.7502 -.1297
30-39
18-29 .11483 .08695 1.000 -.1166 .3463
40-49 -.00792 .09685 1.000 -.2657 .2499
50 and over -.32513 .12728 .068 -.6640 .0137
40-49
18-29 .12275 .08220 .821 -.0961 .3416
30-39 .00792 .09685 1.000 -.2499 .2657
50 and over -.31721 .12409 .067 -.6475 .0131
50 and over
18-29 .43996(*) .11653 .001 .1297 .7502
30-39 .32513 .12728 .068 -.0137 .6640
40-49 .31721 .12409 .067 -.0131 .6475
* The mean difference is significant at the .05 level.
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Education Level and Perceived Benefits 
The “Some High School or High School Graduate” group had the smallest 
mean perceived benefits score. Tables 22 and 23 show a statistically significant 
difference in the mean perceived benefits score among the four groups. The mean 
(SD) perceived benefits score was 2.75 (0.89), 2.99 (0.44), 3.11 (0.39), and 3.26 
(0.43) for the “Some High School or High School Graduate,” “Some College,” 
“College Graduate” and “Graduate Education” groups respectively (F=5.35, df=3, 
222, P=0.001).
Table 22 Education Level and Perceived Benefits
Variables n Mean Std. Deviation
Some High School or High School Graduate 26 2.7479 .88975
Some College 93 2.9881 .43697
College Graduate 85 3.1085 .38907
Graduate Education 22 3.2576 .42881
Total 226 3.0320 .50698
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Table 23 ANOVA: Education Level and Perceived Benefits
Sum of Squares Df Mean Square F Sig.
Between Groups 3.896 3 1.299 5.345 .001
Within Groups 53.935 222 .243
Total 57.831 225
Table 24 shows that the “Some High School or High School Graduate” group 
had a statistically significant, smaller mean perceived benefits score than the “College 
Graduate” (P=0.008) and “Graduate Education” (P=0.003) groups. Statistically, none 
of the other education level groups was significantly different than another. Thus, 
there is a difference in level of perceived benefits between the various education-level 
groups. In particular, the “Some High School or High School Graduate” group 
perceived fewer benefits than the “College Graduate” and “Graduate Education” 
groups.
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School or High 
School 
Graduate
Some College -.24019 .10935 .175 -.5313 .0509
College Graduate -,36063(*) .11047 .008 -.6547 -.0666
Graduate
Education
-,50971(*) .14279 .003 -.8898 -.1296
Some College
Some High 
School or High 
School Graduate
.24019 .10935 .175 -.0509 .5313
College Graduate -.12044 .07396 .629 -.3173 .0765
Graduate
Education




School or High 
School Graduate
,36063(*) .11047 .008 .0666 .6547
Some College .12044 .07396 .629 -.0765 .3173
Graduate
Education




School or High 
School Graduate
.50971(*) .14279 .003 .1296 .8898
Some College .26952 .11686 .132 -.0416 .5806
College Graduate .14908 .11790 1.000 -.1648 .4630
* The mean difference is significant at the .05 level.
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
68
Household Income and Perceived Benefits 
The lowest income group had the smallest mean perceived benefits score. 
Tables 25 and 26 show a statistically significant difference in the mean perceived 
benefits score between the three income groups. The mean (SD) perceived benefits 
score was 2.78 (0.67), 3.08 (0.44), and 3.13 (0.40) for the <$10,000 - $30,000, 
$31,000 - $60,000 and $61,000 and over groups respectively (F=8.63, df=2, 223; 
P0.001).
Table 25 Household Income and Perceived Benefits
Variables n Mean Std. Deviation
<$10,000-$30,000 51 2.7843 .67455
$31,000-$60,000 92 3.0797 .43840
$61,000 and over 83 3.1312 .40478
Total 226 3.0320 .50698
Table 26 ANOVA: Household Income and Perceived Benefits
Sum of Squares Df Mean Square F Sig.
Between Groups 4.155 2 2.077 8.631 .000
Within Groups 53.676 223 .241
Total 57.831 225
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Table 27 shows that the “<$10,000 - $30,000” group had a statistically 
significant, smaller mean perceived benefits score than the “$31,000 - $60,000” 
(P=0.002) and the “$60,000 and over” (P<0.001) income groups. Statistically, there 
was no significant difference in the “$31,000 - $60,000” and “$60,000 and over” 
groups (P=l .0). Thus, there is a difference in level of perceived benefits between the 
various income groups. In particular, the “<$10,000 - $30,000” group perceived 
fewer benefits on average than the other income groups.
















-,29540(*) .08565 .002 -.5020 -.0888
$61,000 and 
over





,29540(*) .08565 .002 .0888 .5020
$61,000 and 
over





.34688(*) .08729 .000 .1363 .5574
$31,000-
$60,000
.05148 .07427 1.000 -.1277 .2306
* The mean difference is significant at the .05 level.
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Relationship Status and Perceived Benefits 
The “Not Single” group had the largest mean perceived benefits score. Tables 
28 and 29 show a statistically significant difference in the mean perceived benefits 
score between the two groups. The mean (SD) perceived benefits score was 2.87 
(0.52) versus 3.22 (0.42) for the “Single” and “Not Single” groups respectively (t= 
-5.58, df=224, P<0.001). Thus, there is a difference in level of perceived benefits 
between those who are single versus not single. In particular, the group that is not 
single perceived a greater benefit on average than those who are single.
Table 28 Relationship Status and Perceived Benefits
Relationship Status n Mean Std. Deviation
Perceived Benefits
Single 122 2.8689 .52155
Not Single 104 3.2233 .41646
Table 29 Independent t-Test: Relationship Status and Perceived Benefits
t Test for Equality o f Means
T d f Sig. (2-tailed)
Perceived Benefits -5.578 224 .000
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Geographic Location and Perceived Benefits 
The urban group had the smallest mean perceived benefits score. Tables 30 
and 31 show a statistically significant difference in the mean perceived benefits score 
between the three geographic locations. The mean (SD) perceived benefits score was 
2.92 (0.67), 3.03 (0.30) and 3.19 (0.41) for the urban, rural and suburban locations 
respectively (F=5.48; df=2, 223; P=0.005).
Table 30 Geographic Location and Perceived Benefits
Variables n Mean Std. Deviation
Urban 83 2.9157 .67376
Rural 78 3.0256 .30491
Suburban 65 3.1880 .40963
Total 226 3.0320 .50698
Table 31 ANOVA: Geographic Location and Perceived Benefits
Sum of Squares df Mean Square F Sig.
Between Groups 2.709 2 1.355 5.480 .005
Within Groups 55.122 223 .247
Total 57.831 225
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Table 32 shows that the urban group had a statistically significant, smaller 
mean perceived benefits score than the suburban group (P=0.003). Statistically, none 
of the other groups was significantly different than another. Thus, there is a difference 
in level of perceived benefits between the various geographic locations. In particular, 
the urban group perceived fewer benefits on average than the suburban location.
















Rural -.10998 .07840 .486 -.2991 .0791
Suburban -.27237(*) .08235 .003 -.4710 -.0737
Rural
Urban .10998 .07840 .486 -.0791 .2991
Suburban -.16239 .08350 .159 -.3638 .0390
Suburban
Urban ,27237(*) .08235 .003 .0737 .4710
Rural .16239 .08350 .159 -.0390 .3638
* The mean difference is significant at the .05 level.
Family Medical History and Perceived Benefits 
The group with a family medical history of prostate cancer had the largest 
mean perceived benefits score. Tables 33 and 34 show a statistically significant 
difference in the mean perceived benefits score between the two groups. The mean
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(SD) perceived benefits score was 2.96 (0.50) versus 3.35 (0.39) for the group 
without and with a family medical history respectively (t= -4.63, df=224, P<0.001). 
Thus, there is a difference in level of perceived benefits between those with and 
without a family medical history of prostate cancer. In particular, the group that had 
a family medical history perceived greater benefits on average than those without a 
family medical history.
Table 33 Family Medical History and Perceived Benefits
Family Medical History n Mean Std.Deviation
Perceived Benefits
None 185 2.9616 .50427
Brother or Father 41 3.3496 .38695
Table 34 Independent t Test: Family Medical History and Perceived Benefits
t Test for Equality o f Means
t d f Sig. (2-tailed)
Perceived Benefits -4.631 224 .000
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Research Question 3
Are there demographic differences with regard to perceived barriers to prostate
cancer screening?
Age and Perceived Barriers 
The oldest age group (50 and over) had the smallest mean perceived barriers 
score. Tables 35 and 36 show a statistically significant difference in the mean 
perceived barriers score among the four age groups. The mean (SD) perceived 
barriers score was 2.59 (0.44), 2.55 (0.46), 2.53 (0.42) and 2.05 (0.50) for the 18-29, 
30-39,40-49, and 50 and over age groups respectively (F=9.14; df=3, 222; P<0.001).
Table 35 Age and Perceived Barriers
Variables n Mean Std. Deviation
18-29 years 99 2.5877 .43566
30-39 years 48 2.5473 .46259
40-49 years 57 2.5343 .42434
50 years and over 22 2.0455 .50402
Total 226 2.5129 .46914
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Table 36 ANOVA: Age and Perceived Barriers
Sum of Squares Df Mean Square F Sig.
Between Groups 5.444 3 1.815 9.140 .000
Within Groups 44.076 222 .199
Total 49.520 225
Table 37 shows that the 50 and over group had a statistically significant, 
smaller mean perceived barriers score than the 18-29 (P<0.001), 30-39 (P<0.001), 
and 40-49 (P<0.001) age groups. Statistically, none of the other age groups was 
significantly different than another. Thus, there is a difference in level of perceived 
barriers between the various age groups. In particular, the 50 and over group 
perceived fewer barriers on average than the other age groups.
Education Level and Perceived Barriers 
The “Graduate Education” group had the smallest mean perceived barriers score. 
Tables 38 and 39 show a statistically significant difference in the mean perceived 
barriers score among the four education-level groups. The mean (SD) perceived 
barriers score was 2.58 (0.65), 2.60 (0.39), 2.46 (0.46) and 2.26 (0.45) for the “Some 
High School or High School Graduate,” “Some College,” “College Graduate,” and 
“Graduate Education” groups respectively (F=3.92, df=3, 222, P=0.009).
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30-39 .04035 .07837 1.000 -.1683 .2490
40-49 .05340 .07409 1.000 -.1438 .2506
50 and over .54224(*) .10502 .000 .2627 .8218
30-39
18-29 -.04035 .07837 1.000 -.2490 .1683
40-49 .01306 .08729 1.000 -.2193 .2454
50 and over .50189(*) .11472 .000 .1965 .8073
40-49
18-29 -.05340 .07409 1.000 -.2506 .1438
30-39 -.01306 .08729 1.000 -.2454 .2193
50 and over .48884(*) .11184 .000 .1911 .7866
50 and over
18-29 -.54224(*) .10502 .000 -.8218 -.2627
30-39 -.50189(*) .11472 .000 -.8073 -.1965
40-49 -.48884(*) .11184 .000 -.7866 -.1911
* The mean difference is significant at the .05 level.
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Table 38 Education Level and Perceived Barriers
Variables n Mean Std. Deviation
Some High School or High School Graduate 26 2.5769 .65046
Some College 93 2.6012 .39423
College Graduate 85 2.4631 .46198
Graduate Education 22 2.2562 .44856
Total 226 2.5129 .46914
Table 39 ANOVA: Education Level and Perceived Barriers
Sum of Squares df Mean Square F Sig.
Between Groups 2.492 3 .831 3.921 .009
Within Groups 47.029 222 .212
Total 49.520 225
Table 40 shows that the “Graduate Education” group had a statistically significant, 
smaller mean perceived barriers score than the “Some College” group (P=0.011). 
Statistically, none of the other education-level groups was significantly different than 
another. Thus, there is a difference in level of perceived barriers between the various 
education-level groups. In particular, the “Graduate Education” group perceived 
fewer barriers than the “Some College” group.
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School or High 
School Graduate
Some College -.02425 .10211 1.000 -.2961 .2476
College Graduate .11382 .10315 1.000 -.1608 .3884
Graduate Education .32072 .13333 .102 -.0342 .6757
Some College
Some High School or 
High School Graduate
.02425 .10211 1.000 -.2476 .2961
College Graduate .13807 .06907 .281 -.0458 .3219
Graduate Education .34497(*) .10912 .011 .0545 .6355
College
Graduate
Some High School or 
High School Graduate
-.11382 .10315 1.000 -.3884 .1608
Some College -.13807 .06907 .281 -.3219 .0458
Graduate Education .20690 .11010 .369 -.0862 .5000
Graduate
Education
Some High School or 
High School Graduate
-.32072 .13333 .102 -.6757 .0342
Some College -.34497(*) .10912 .011 -.6355 -.0545
College Graduate -.20690 .11010 .369 -.5000 .0862
* The mean difference is significant at the .05 level.
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Household Income and Perceived Barriers 
The highest income group ($61,000 and over) had the smallest mean 
perceived barriers score. Tables 41 and 42 show a statistically significant difference 
in the mean perceived barriers score between the three income groups. The mean 
(SD) perceived barriers score was 2.65 (0.51), 2.56 (0.47), and 2.38 (0.41) for the 
<$10,000 - $30,000, $31,000 - $60,000, and $61,000 and over groups respectively 
(F=6.36, df=2, 223; P=0.002).
Table 41 Household Income and Perceived Barriers
Variables N Mean Std. Deviation
<$10,000-$30,000 51 2.6506 .51212
$31,000-$60,000 92 2.5583 .46950
$61,000 and over 83 2.3779 .40841
Total 226 2.5129 .46914
Table 42 ANOVA: Household Income and Perceived Barriers
Sum of Squares df Mean Square F Sig.
Between Groups 2.670 2 1.335 6.355 .002
Within Groups 46.850 223 .210
Total 49.520 225
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Table 43 shows that the “$61,000 and over” group had a statistically 
significant, smaller mean perceived barriers score than the <$10,000 - $30,000 
(P=0.003) and $31,000 - $60,000 (P=0.030) groups. Statistically, there were no 
significant differences between the <$10,000 - $30,000 and $31,000 - $60,000 groups 
(P=0.75). Thus, there is a difference in level of perceived barriers between the various 
income groups. In particular, the “$61,000 and over” income group perceived fewer 
barriers on average than the other income groups.


















$31,000-$60,000 .09232 .08002 .749 -.1007 .2853
$61,000 and over .27275(*) .08155 .003 .0760 .4695
$31,000-
$60,000
<$10,000-$30,000 -.09232 .08002 .749 -.2853 .1007
$61,000 and over .18043(*) .06939 .030 .0130 .3478
$61,000 and 
Over
<$10,000-$30,000 -.27275(*) .08155 .003 -.4695 -.0760
$31,000-$60,000 -.18043(*) .06939 .030 -.3478 -.0130
* The mean difference is significant at the .05 level.
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Relationship Status and Perceived Barriers 
The “Not Single” group had the smallest mean perceived barriers score.
Tables 44 and 45 show a statistically significant difference in the mean perceived 
barriers score between the two groups. The mean (SD) perceived barriers score was 
2.65 (0.44) versus 2.35 (0.46) for the “Single” and “Not Single” groups respectively 
(t= 4.91, df=224, PO.OOl). Thus, there is a difference in level of perceived barriers 
between those who are single versus not single. In particular, the group that was not 
single perceived fewer barriers on average than those who are single.
Table 44 Relationship Status and Perceived Barriers
Relationship Status n Mean Std. Deviation
Perceived Barriers
Single 122 2.6475 .43521
Not Single 104 2.3549 .45999
Table 45 Independent t-Test: Relationship Status and Perceived Barriers
t Test for Equality o f  Means
t d f Sig. (2-tailed)
Perceived Barriers 4.908 224 .000
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Geographic Location and Perceived Barriers 
The suburban group had the smallest mean perceived barriers score. Tables 46 
and 47 show a statistically significant difference in the mean perceived barriers score 
between the three geographic locations. The mean (SD) perceived barriers score 
was 2.58 (0.54), 2.59 (0.35) and 2.33 (0.44) for the urban, rural and suburban 
locations respectively (F=7.44; df=2,223; P=0.001).
Table 46 Geographic Location and Perceived Barriers
Variables n Mean Std. Deviation
Urban 83 2.5838 .54437
Rural 78 2.5909 .35490
Suburban 65 2.3287 .44061
Total 226 2.5129 .46914
Table 47 ANOVA: Geographic Location and Perceived Barriers
Sum of Squares df Mean Square F Sig.
Between Groups 3.098 2 1.549 7.441 .001
Within Groups 46.423 223 .208
Total 49.520 225
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Table 48 shows that the suburban group had a statistically significant, smaller 
mean perceived barriers score than the urban (P=0.003) and rural (P=0.002) groups. 
Statistically, the urban and rural groups were not significantly different than the other 
(P=1.0). Thus, there is a difference in level of perceived barriers between the various 
geographic locations. In particular, the suburban group perceived fewer barriers on 
average than the urban and rural locations.
















Rural -.00712 .07195 1.000 -.1807 .1664
Suburban .25512(*) .07557 .003 .0728 .4374
Rural
Urban .00712 .07195 1.000 -.1664 .1807
Suburban .26224(*) .07663 .002 .0774 .4471
Suburban
Urban -.25512(*) .07557 .003 -.4374 -.0728
Rural -.26224(*) .07663 .002 -.4471 -.0774
* The mean difference is significant at the .05 level.
Family Medical History and Perceived Barriers 
The group with a family medical history of prostate cancer had the smallest 
mean perceived barriers score. Tables 49 and 50 show a statistically significant
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difference in the mean perceived barriers score between the two groups. The mean 
(SD) perceived barriers score was 2.58 (0.43) versus 2.21 (0.50) for the group without 
and with a family medical history respectively (t=4.81, df=224, PO.OOl). Thus, there 
is a difference in level of perceived barriers between those with and without a family 
medical history. In particular, the group that had a family medical history perceived 
fewer barriers on average than those without a family medical history of prostate 
cancer.
Table 49 Family Medical History and Perceived Barriers
Family Medical History n Mean Std. Deviation
Perceived Barriers
None 185 2.5803 .43453
Brother or Father 41 2.2084 .50340
Table 50 Independent t Test: Family Medical History and Perceived Barriers
t Test for Equality o f Means
T d f Sig. (2-tailed)
Perceived Barriers 4.914 224 .000
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Additional Findings 
In addition to the results that addressed the research questions, significant 
additional findings drawn from the GHBMQ suggest that a perceived lack of 
knowledge regarding early detection methods (84.1%, n=190) and perceived 
embarrassment of rectal examinations (72.5%, n=164) may negatively influence 
future screening intention among African American men.
Based upon the literature, African American men and other ethnic minorities 
are more likely to receive a late-stage prostate cancer diagnosis than their White 
counterparts (Bennett, Ferreira, & Davis, 1998). In this study, 90.2% (n=204) of the 
men agree that they would be more likely to participate in prostate cancer screening if 
they experienced pain, especially during urination. This reactive rather than proactive 
perceived health behavior may provide implications regarding the phenomena of 
advance prostate cancer diagnosis in African American men. Furthermore, perhaps 
the most significant finding regarding health promotion is that 90.7% (n=205) of the 
participants in this study concur that talking to someone who has undergone a DRE or 
PSA test would help dispel negative thoughts about prostate cancer screening.
Bearing in mind that the participants were gathered from churches and 
religious organizations, it is of importance to note that 94.7% (n=214) of the 
participants disagree with the statement, “Prostate cancer screening is not a method I 
follow because I believe my spirituality/God will cleanse me of any ailment.” Despite
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the participants’ religious affiliations, they are aware of the scientific considerations 
regarding their prostate health.
Chapter Summary
The findings indicate significant differences in perceived susceptibility (risk) 
of prostate cancer, benefits of screening, and barriers to participation in early 
detection methods across all the demographic variables examined. A discussion of the 
findings as they relate to the study variables and self-directed learning are presented 
in Chapter V. An overview of the study limitations, conclusions, and implications for 
future community-based health education research will be included.
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CHAPTER V
DISCUSSION
The purpose of this research study was to investigate how African American 
males perceive their risk of prostate cancer, benefits of screening and barriers that 
hinder participation in early detection practice. This chapter summarizes the results, 
discusses the study limitations, and provides implications for practice and further 
research.
Summary
The goal of this study was to examine for differences in perceptions across six 
selected demographic variables (age, education level, household income, relationship 
status, geographic location, and family medical history). In contrast to previous 
prostate cancer studies, this study uniquely compares demographic variables rather 
than race. The majority of the existing literature emphasized comparative analyses of 
African American and Caucasian men, but few studies have exclusively examined 
African American men across a continuum of variables.
Data for this quantitative study included 226 African American males, 18 
years of age and older, recruited from churches and religious organizations in urban
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(36.7%), suburban (28.8%) and rural (34.5%) Illinois. The instrument developed for 
this study was the Gibbs Health Belief Model Questionnaire (Appendix A), an 
adaptation of Champion’s (1999) susceptibility, benefits, and barriers scale for 
mammography screening. The study sample was described using measures of central 
tendency (mean) and dispersion (standard deviation and range) for continuous-scaled 
variables and frequency and percentiles for categorical-scaled variables.
Independent-samples t tests were used to examine family medical history and 
relationship status. Analysis of variance was used to determine whether perceptions 
differed significantly across the variables. Statistically significant ANOVA results 
were followed by Bonferroni adjusted independent-samples t tests to determine 
statistical differences between the variables.
Discussion
The researcher sought to answer the following research questions regarding 
African American men: a) are there demographic differences with regard to perceived 
susceptibility (risk) for prostate cancer, b) are there demographic differences with 
regard to perceived benefits of prostate cancer screening, and c) are there 
demographic differences with regard to perceived barriers to prostate cancer 
screening?
The findings indicate significant differences in perceived susceptibility (risk) 
to prostate cancer and perceived benefits and barriers to screening across all the
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demographic variables examined. The salient findings that provide implications for 
practice and research follows.
Perceived Susceptibility (Risk)
Current literature on prostate cancer has identified a critical relationship 
between having a family medical history of prostate cancer and increased risk for the 
disease; however, relatively little is known about the risk perceptions of those with 
and without a family medical history of prostate cancer. The present study revealed 
that African American men with a family medical history of prostate cancer have a 
greater perceived susceptibility (risk) to prostate cancer than those without a family 
medical history of prostate cancer. The current findings are consistent with prior 
studies that have explored the relationship of family medical history of prostate 
cancer to perceived susceptibility (risk) (Bratt et al., 2000; Jacobsen, Lamonde, 
Honour, Kash, Hudson, & Pow-Sang, 2004; Taylor, DiPlacido, Redd, Faccenda, 
Greer, & Perlmutter, 1999). A possible explanation for this finding regards the fact 
that a family medical history of prostate cancer may heighten an interest in the 
disease and/or trepidation of developing prostate cancer due to the hereditary nature 
of the disease. To validate this assumption, further research is required to examine 
variables that contribute to perceived susceptibility (risk) among African American 
men with a family medical history of prostate cancer.
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The findings in this study indicate that African American men in a 
relationship have a greater perceived susceptibility (risk) to prostate cancer than 
single men. Relatively little is known about the relationship between relationship 
status and perceived susceptibility (risk); however, an assumption can be formulated 
based on the study results and current literature. Tingen and colleagues (1998) 
reported that educational interventions involving peer educators and social workers 
who assist African American men in navigating the health system had a greater effect 
on the men’s motivation to participate in cancer screening. Similarly, the partners of 
the participants who are in a relationship may have an inherent concern for the well­
being of their male partner and are in an enhanced position to facilitate behavioral 
changes. They may act as educators and encourage their partners to consider their 
health critically; thus, there is a likelihood that the reason African American men in a 
relationship perceive a greater risk to prostate cancer is because of the influence of 
their partners. Further research is required to validate the assumptions.
Perhaps one of the most important findings in this study that adds to the 
literature regards perceived susceptibility (risk) among men in urban locales. The 
participants who self-identified their communities as urban perceived less 
susceptibility (risk) of prostate cancer than the other geographic locations. This 
finding is significant because the literature indicates that urban residents, especially 
White men, are diagnosed with early stages of the disease more than rural men (Liff, 
Chow, & Greenberg, 1991); thus, urban men perceive risks to prostate cancer.
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African American men in rural areas are more likely to receive advanced and 
unstaged cancer than urban men. Accordingly, provided African American men in 
urban locales receive culturally appropriate education regarding their risk of prostate 
cancer, they may have a greater probability of discovering cancerous cells in their 
prostate at an early stage through early detection methods. Notwithstanding, 
qualitative research is required to further understand why urban African American 
men in this study have a decreased perceived susceptibility (risk) to prostate cancer 
compared to rural and suburban residents.
Perceived Benefits 
In recent years, the American Cancer Society (2004) has amended its 
guidelines on prostate cancer screening recommendations. The ACS suggests that 
African American men (those at high risk for the disease) begin screening at age 45; 
however, other research institutions such as the American Foundation for Urological 
Disease are recommending that African American men begin to participate in early 
detection methods at a younger age. A variable that has yet to receive comprehensive 
analysis in prostate cancer research is age. Several studies have limited their inclusion 
criteria to only men over the age of 30 (Collins, 1997; Myers et al., 1999; Pierce,
1997; Price, Colvin, & Smith, 1993). Relatively little is known about the perceptions 
of younger African American men under the age of 30.
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The present study examined age as an essential study variable because more 
studies are indicating that younger African American men need to heighten their 
awareness of prostate cancer and the benefits of screening. The results of this study 
indicate that the 18-29 age group perceive fewer benefits of prostate cancer screening 
than the 50 and over age group. The findings are critical because this may indicate 
that younger African American men are less concerned with prostate cancer and may 
lack an awareness of the affliction the disease has on the African American 
community. An assumption of the health belief model is that without a perceived 
susceptibility (risk) to a disease one cannot perceive the benefit of taking a health 
action. Therefore, it is important that younger African American men are educated 
about the disease and early detection methods; thus, when they reach the age of 
susceptibility they will be informed.
A possible reason why those in the 18-29 years of age group perceive fewer 
benefits to prostate cancer screening is because of misconceptions that the disease is 
an “older adult” problem. Considering screening is not recommended until the age of 
40, younger African American men may not have developed a conscious 
understanding of the benefits of participating in early detection methods.
In addition, homophobia may have an active role in negatively influencing 
younger African American men’s perceived benefits of screening. The digital rectal 
examination (DRE) is commonly used in conjunction with a PSA test because 
irregularities in the size and shape of the prostate can be examined manually. The
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method of probing the rectum may impede on cultural and religious beliefs African 
American men hold of this part of their body. From a young age African American 
men are instilled with the ideology that their bodies are sacred and that no one should 
violate any part of it, especially their rectum. Osayande (2004) concurs with this 
belief system. In his study of perceived and action barriers among African American 
men, he found that his participants expressed concerns with the DRE: “We have been 
brought up with the belief that no one touches your rectum. It is embarrassing to be 
touched in one’s rectum” (p. 62). The present study also validates Osayande’s (2004) 
finding regarding perceived embarrassment: 72.5% (n=164) of the participants in this 
study agreed that engaging in a digital rectal examination would be embarrassing. 
Further research is required to validate the assumptions presented; however, it is 
important to explore why younger African American adults perceive less benefits to 
prostate cancer screening.
Perceived Barriers
Numerous studies have examined barriers to prostate cancer screening for 
African American men (Ashford et al., 2001; Demark-Wahnefried et al., 1995; Myers 
et al., 1999; Robinson et al., 1996); however, few studies have examined perceived 
barriers to screening among African American men free of cancer diagnosis. Further, 
extensive research on demographic differences in perceptions toward screening 
among African American men has yet to impact existing literature.
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The present study found several perceived barriers to screening, commonly 
noted in the literature, and demographic differences among African American men. 
The findings suggest that a perceived lack of knowledge regarding early detection 
methods (84.1%, n=190) and perceived embarrassment of rectal examinations 
(72.5%, n=T64) may negatively influence future screening intention among African 
American men. These study results are congruent with findings of Myers et al.
(1996), McCoy et al. (1995), and Watts (1994). In addition, 90.2% (n=204) of the 
participants either agreed or strongly agreed that they would be more likely to 
participate in prostate cancer screening if they experience pain, especially during 
urination. This barrier is particularly notable because Hoffman et al. (2001); Aldrich, 
Williams, and Kaufman (1995); Mettlin, Murphy, McGinnis, and Menck (1995); 
Nomura and Kolonel (1991); and other researchers have found in their studies that 
prostate cancer was detected more frequently in African American men at clinically 
advanced stages than White men. This may also indicate that African American men 
do not perceive the significance of prostate cancer or the early warning signs which 
are detectable through PSA and DRE screenings.
Contrary to the findings of previous studies, skepticism of healthcare 
providers was not a significant barrier in this study. More than 70% (71.7%, n=162) 
of the participants disagreed with skepticism being a factor influencing their reason 
not to participate in early detection methods. The finding may come as a surprise 
considering the emphasis the literature has placed on African American men’s
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mistrust of the medical community. However, more studies are indicating that a lack 
of knowledge and low perceived risk are primary barriers to prostate cancer screening 
(Ashford et al., 2001; Demark-Wahnefried et al., 1995; Myers et al., 1999; Robinson 
et al., 1996). A possible explanation for this finding may be that African American 
men are becoming more comfortable and trusting of their healthcare providers. Much 
like HIV/AIDS, prostate cancer is no longer a silent disease in the African American 
community. More men are becoming aware and/or exposed to the disease through 
relatives, churches, public service announcements, colleagues, and/or personal 
experiences. Also, the Internet has become a valuable resource for men to gain up-to- 
date information about the disease, which in turn may assist the men in speaking 
knowledgably and confidently about the disease when discussing symptoms or 
screening options with their healthcare provider.
When analyzing for demographic differences regarding perceived barriers to 
screening among the participants, the researcher found the following noteworthy 
results: a) African American men with a family medical history of prostate cancer 
perceived fewer barriers on average than those without a family medical history; b) 
African American men in a relationship perceived fewer barriers on average than 
those who are single; c) African American men 50 years of age and older perceived 
fewer barriers on average than the other age groups; and perhaps the most notable 
finding, d) African American men who self-identified their community as suburban
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
96
perceived fewer barriers on average than the African American men from urban and 
rural Illinois.
Liff and colleagues (1991) found that African American and White males who 
reside in rural areas were more likely to be diagnosed with advanced cancers than 
men residing in urban areas. Weiss, Soong, Partridge, Carpenter, Bryant, and 
Waterbor (1997) found similar health inequalities between geographic regions. They 
observed that urban residents, in particular White men, were diagnosed more often 
with early stages of prostate cancer. Possible reasons for geographic differences in 
barrier perceptions among African American men may be due to perceived access to 
healthcare services (i.e., screening) and the ease of participation in these services. In 
part, in order for an individual to engage in a recommended health activity, the health 
belief model suggests that an individual must positively perceive their ability to 
participate in the activity. African American men who reside in suburban locales may 
have advantages over rural and urban men; thus, their degree of perceived barriers 
may be less than rural and urban African American men. Further research regarding 
perceptions among African American men in urban, suburban, and rural areas is 
required to reinforce these assumptions.
Limitations of Study 
A few limitations in this study require consideration. The study utilized 
purposeful sampling. The GHBMQ was only distributed to African American
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men 18 years of age and older who were members of church congregations and other 
religious organizations; therefore, the study may have led to sampling bias and the 
generalizability of the study results to the population is limited. Also, African 
American men who attend church may respond more to authoritative figures such as a 
pastor, minister, or physician and may be more routine driven than nonchurchgoers.
This study was concerned with investigating perceptions that may contribute 
to wellness. The study did not quantify actual use of preventive healthcare practices; 
rather, it examined perceptions about preventive health action, i.e., prostate cancer 
screening. A secondary limitation regarded the likelihood that factors other than 
perceptions and beliefs influence health behavior. Calderon and Vames (2001) argue 
that an individual may choose to engage in a health action despite his beliefs. 
However, Wyper’s (1990) study of self-breast examination (SBE) among women 
found the association between perceptions and actual health behavior to be 
significantly correlated. The more women perceived barriers to SBE, the less they 
participated in health practice.
Study Implications 
The results of this study suggest a need for a comprehensive culturally 
sensitive education and health promotion program aimed at increasing public 
awareness of prostate cancer and the benefits of screening in the African American 
community. Moul (1998) contends that there is an explicit need for continued public
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awareness of prostate cancer in the African American community. The implications 
of this study are not forwarded for the purpose of generalizing an aggregate (African 
American men); rather, they provide an outline of the critical gaps in health and adult 
education literature regarding African American men.
Implications for Practice 
The knowledge gained from this study about perceived susceptibility (risk) of 
prostate cancer and perceived benefits and barriers to participating in early detection 
methods can be utilized by health and adult educators concerned with community- 
based health promotion. Demographic inequalities revealed in this study indicate that 
streamlined education initiatives for African American men may be inadequate. Adult 
educators and healthcare professionals need to initiate collaborative partnerships to 
assess demographic differences regarding prostate cancer and screening perceptions 
among African American men. This evaluative process is an essential step in 
eradicating this health disparity within the community.
Motivating African American men to take a recommended health action and 
to perceive their risk of prostate cancer, as suggested in this study, involves an 
intricate process. This study supports the positive influence significant others have on 
the perceptions of African American men. For example, the men in relationships 
perceived fewer barriers to prostate cancer screening and more benefits to screening 
than African American men who were single.
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A fundamental study finding that supports existing literature on African 
American health behavior and advances the application of community-based health 
promotion is the fact that 90.7% (n-205) of the participants in this study concur that 
talking to someone who has undergone a DRE or PSA test would help dispel negative 
thoughts about prostate cancer screening. It is critical to uphold the values African 
Americans place on the support of others. In addition, the health belief model (HBM) 
provides a framework that is ethnically appropriate in assisting health and adult 
educators to motivate African American men to reassess their health perceptions.
African American men are not aware of the self-directed learning process. 
Countless African American men unconsciously engage in self-directed learning 
projects which are critical to survival, such as learning how to fix a leaking sink, 
understanding a transportation system, or preparing a meal for a large family. 
However, they have never been advised that their informal learning is in fact 
legitimate and that they can use this same learning process to positively impact their 
health. It is the role of the adult and health educator to bring this awareness to African 
American men to empower them to continue on their search for knowledge, 
especially regarding their health and well-being.
Self-directed learning is critical to the endurance of African American men. 
With the rapid changes in health policy and economics that impinge on African 
American communities, the process of self-reliance for education will be essential.
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The adult learning literature must inquire about how African American men access 
knowledge about prostate cancer and the factors that stimulate self-directed learning 
among these men. How do we go about doing this? The adult learning literature must 
expand to study more extensively how African American men initiate a self-directed 
learning project. Do they subconsciously initiate the process out of general interest or 
out of desperation? From answers to these questions will emerge themes regarding 
the motivators African American men rely on to initiate learning.
Finally, adult and health educators must consider young adults as instruments 
of self-directed learning. Prostate cancer is often perceived by younger adults as an 
“older adult” illness; however, is health awareness and knowledge restricted to age? 
African American youth possess the power of influence. It is up to adult educators to 
explore the influence younger African American males have on the motivation of 
African American men to become self-directed learners? Many African American 
youth are the interpreters of knowledge and comprehension for their parents and 
significant others. Educating African American males from a young age about the 
illnesses that devastate their communities (i.e., prostate cancer) may serve as a radical 
community-based health promotion initiative to reduce cancer death among African 
American men.
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Implications for Further Research 
The study results provide implications for further research. Notwithstanding 
the adequate reliability and validity found in the study instrument (GHBMQ) further 
testing and refinement of the instrument is required. Few studies have examined 
demographic differences in perceptions of susceptibility (risk) to prostate cancer and 
perceived benefits and barriers to participating in early detection methods. Future 
research should focus on comparing African American men’s perceptions regarding 
prostate cancer and screening in other parts of the country. A comparative analysis 
study would generate knowledge and implications for community-specific education 
and public health awareness programs for African American men.
Replication of this study is recommended for African American men and 
other ethnic minorities. Further comparison and analysis of the study findings are 
warranted. For example, this study found no significant difference in perceptions of 
susceptibility (risk) to prostate cancer in relation to the variable education level; 
however, previous studies indicate lack of education as a consideration of perceived 
risk to prostate cancer.
Other potential barriers to participation in early detection methods should be 
explored and analyzed against demographic variables. Rewording the survey 
questions may accumulate different responses than the current study revealed. In 
addition, qualitative research may provide an understanding of the health perceptions 
held of African American men.
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Few researchers have utilized participants who are free of infirmity at time of 
study. Strengths of this study regard the fact that community-based data were 
collected from the population rather than from hospitals and clinics, participants were 
undiagnosed with prostate cancer, and the study queried perceptions rather than actual 
behavior. This line of inquiry eliminates the potential for errors with self-reports of 
previous health behavior, which depends on recall rather than observation. 
Notwithstanding the various strengths, the researcher acknowledges the limitations of 
this study.
Prostate cancer remains an epidemic in America and a relentless concern for 
African American men. The findings of this study underscore the necessity for further 
research regarding African American men and their perceptions of prostate cancer 
and screening. This study aspired to provide the impetus for comprehensive research 
among African American men. Developing effective ethnic-based health education 
programs that promote the acquisition of knowledge regarding prostate cancer and 
facilitate informed decision making to engage in screening will remain a critical issue 
for adult educators and health professionals.
While this study has enhanced the existing literature regarding African 
American men and prostate cancer, it has also inspired further inquiry about the 
influence of demographic variables such as age, family medical history, relationship 
status, education level, income, and geographic region in relation to health 
perceptions. Perhaps the most suitable beneficiaries of this examination are adult
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educators who are challenged with resistance of members of the African American 
community and health professionals concerned with early detection and community- 
based health promotion.
In order to further implement ways to motivate African American men to be 
self-directed learners, adult educators must consider tailoring their research agendas 
toward an investigation of the following areas: information/knowledge acquisition, 
interest/motivation, emotions and emotional support, and health disparities (i.e., 
access), as they relate to African American men.
A self-directed learning question that has yet to be explored is whether this 
learning process can transform African American men to become more responsible 
for their health behavior and practice. Also, there is a need for adult educators to 
question how and where we obtain study data. How representative are our African 
American samples? Is the qualitative paradigm the most effective for fully 
understanding the perceptions of African American men? Qualitative research must 
query knowledge that present potential to further the study of African American men 
as self-directed learners. Questions such as the following could be explored:
1) What is the basic educational philosophy of self-directed learning aimed 
toward African American men?
2) Can African American men be self-directed in their learning?
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3) What is the benefit of engaging in this type of literature and can it lead 
African American men to greater self-awareness and personal 
development?
4) Can self-directed learning literature provide or incite praxis for assisting 
African American men in understanding themselves better and identifying 
themselves as self-directed learners?
5) Can Afrocentric literature be used in combination with self-directed 
learning literature to foster a learning paradigm for African American 
men?
6) Why has the adult education literature neglected to examine the self­
directed learning of African Americans?
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Gibbs Health Belief Model Questionnaire (2006)*
DIRECTIONS: Please circle the number that most closely reflects your feelings or ideas
about the following statements: 4 -  STRONGLY DISAGREE (SD) 3 -  DISAGREE (D)
2 -  AGREE (A) 1 -  STRONGLY AGREE (SA)
SD D A SA
1. It is extremely likely I will get prostate cancer in the future 4 3 2
2. I feel I will get prostate cancer in the future 4 3 2
3. There is a good possibility I will get prostate cancer in the
next 10 years 4 3 2
4. My chances of getting prostate cancer are great 4 3 2
5. I am more likely than the average man to get prostate cancer 4 3 2
6. I believe it is important for a man age 40 or older to receive a
digital rectal examination to identify prostate cancer problems 4 3 2
7. If I undergo a digital rectal examination (DRE) or a prostate
specific antigen examination (PSA) I’d feel good about myself 4 3 2
8. If I undergo yearly prostate examinations I won’t worry as
much about prostate cancer 4 3 2
9. Completing a prostate examination each year will allow me to
detect prostate cancer early 4 3 2
10. If I undergo yearly prostate examinations such as the DRE or
PSA I will decrease my chance of dying from prostate cancer 4 3 2
11. If I undergo prostate cancer screening it will allow me to have
better control over my health 4 3 2
12. PSA and DRE tests diagnose prostate cancer before it spreads
to other areas 4 3 2
13. Receiving a rectal examination would set a good example for
other males in my family 4 3 2
14. Talking to someone who has undergone a DRE or PSA test
would help me dispel negative thoughts about prostate cancer 
screening 4 3 2
* Designed after the Champion Health Belief Model Questionnaire (1999).
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15. I feel I am knowledgeable about prostate cancer screening
methods such as the DRE and PSA 4 3 2
16. I am aware of health care facilities that offer prostate cancer
screening in my community 4 3 2
17. I have read, heard about and/or received prostate cancer
information in the past year 4 3 2
18. Undergoing prostate cancer screening during the next year will
make me worry about prostate cancer 4 3 2
19. Receiving rectal examinations would be embarrassing to me 4 3 2
20. Engaging in prostate cancer examinations will take too much
time 4 3 2
21. Undergoing a DRE or PSA test would cost too much money 4 3 2
22. I have not undergone a DRE or PSA test because I am
skeptical of healthcare providers 4 3 2
23. I would be more likely to participate in prostate cancer
screening if I experienced pain, especially during urination 4 3 2
24. Prostate cancer screening is not a method I follow because I
believe my spirituality/God will cleanse me of any ailment 4 3 2
25. I am not concerned about prostate cancer screening because I
rather not know 4 3 2
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Data Form
DIRECTIONS: Please circle the number of the item that applies to you:
1. Have you or any immediate family members (brother and/or father) ever been 
diagnosed with prostate cancer? 1 - (Myself) 2 - (Brother) 3 - (Father)
2. Has a health care provider ever recommended a DRE or PSA Test?
1 - (Yes) 2 - (No)
3. Have you had or plan to have a PSA test or DRE this year? 1 - (Yes) 2 - (No)
4. Who would pay for your PSA test? 1 - (Self)
2 - (Health insurance)
3 - (Medicaid/Medicare)
4 - (Other)
5. Age: l- (1 8 -2 9 y rs )  2 -(3 0 -3 9 y rs)  3 -(4 0 -4 9 y rs)
4 - (50 -  59yrs) 5 - (60 -  69yrs) 6 - (70yrs and Over)
6. Relationship Status: 1 - (Married or in a committed relationship)
2 - (Single)
3 - (Life Partner female or male)
4 - (Other)
7. Education Level: 1 - (Some High School)
2 - (High school graduate (includes equivalency))
3 - (Some college)
4 - (College graduate)
5 - (Graduate education)
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8. Household Income: 1 - (Less than $10,000) 2 - ($10,000 to $30,000)
3 - ($31,000 to $60,000) 4 - ($61,000 to $90,000)
5-($91,000 and Over)
9. Describe your community (Where you live): 1 - (Urban) 2 - (Rural) 3 - (Suburban)
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INFORMED CONSENT FORMS




Title of Research: Perceived Susceptibility, Benefits, and Barriers to Prostate Cancer Screening: An 
Ontological Study o f Adult African American Men
Important: Prior to agreeing to participate in this research project, please read the following 
explanations regarding this study. Your participation in this study is completely voluntary. At any 
time, you may withdraw your participation in the study. If you want the results o f  this study, please fill 
out the enclosed stamped postcard with your name and address and mail it separately back to the 
researcher. Upon completion o f the study, a report o f the results will be mailed to you.
Description:
You are invited to participate in a research study for my doctoral dissertation. The purpose o f the study 
is to learn more about adult males’ perceptions o f  prostate cancer, risk, benefits o f screening, and the 
barriers to participation in screening in a rural Illinois community. The questionnaire and supporting 
data form take about 5-10 minutes to complete. There is no right or wrong answer. Upon completing 
the consent form, please place it in the postage-paid, addressed envelope and return it to the researcher.
Confidentiality:
Neither your name nor any other identifying information will be attached to the questionnaire. Results 
from this survey will be anonymous and without any identifiers. All research data will be held in a 
secure database for a period o f three years and then terminated.
Risks and Discomforts:
There are no known risks to participating in this study. You will not be at physical or psychological 
risk as a participant in this study. You will not experience discomfort resulting from answering the 
questionnaire and data form.
Benefits:
There are no direct benefits by participating in this study. However, this research is expected to yield 
knowledge that may be beneficial to adult health education and African American men.
Contact Information:
If you have any questions about the research study, please contact the researcher or the dissertation 
advisor, Dr. Lemuel Watson. If you have any questions regarding your rights as a research participant, 
please contact the Office o f Research Compliance, Northern Illinois University at (815) 753-8588.
Administrator(s) Signature(s) Date
Researcher: Dissertation Advisor:
Lemuel Watson, Ed.D.Lincoln Gibbs, M.Ed., M.P.H. 
Doctor o f Education Candidate 
College o f Education 
Northern Illinois University 
(815) 754-5277
Faculty/Acting Associate Dean 
College o f Education 
Northern Illinois University 
(815) 753-9056




Title of Research: Perceived Susceptibility, Benefits, and Barriers to Prostate Cancer Screening: An 
Ontological Study of Adult African American Men
Important: Prior to agreeing to participate in this research project, please read the following 
explanations regarding this study. Your participation in this study is completely voluntary. At any 
time, you may withdraw your participation in the study. Your completion o f the questionnaires 
provides your informed consent.
Description:
You are invited to participate in a research study for my doctoral dissertation. The purpose o f  the study 
is to learn more about adult males’ perceptions o f  prostate cancer, risk, benefits o f screening, and the 
barriers to participation in screening in a rural Illinois community. The questionnaire and supporting 
data form take about 5-10 minutes to complete. There is no right or wrong answer.
Confidentiality:
Neither your name nor any other identifying information will be attached to the questionnaire. Results 
from this survey will be anonymous and without any identifiers. All research data will be held in a 
secure database for a period o f three years and then terminated.
Risks and Discomforts:
There are no known risks to participating in this study. You will not be at physical or psychological 
risk as a participant in this study. You will not experience discomfort resulting from answering the 
questionnaire and data form.
There are no direct benefits by participating in this study. However, this research is expected to yield 
knowledge that may be beneficial to adult health education and African American men.
Contact Information:
If you have any questions about the research study, please contact the researcher or the dissertation 
advisor, Dr. Lemuel Watson. If you have any questions regarding your rights as a research participant, 
please contact the Office o f Research Compliance, Northern Illinois University at (815) 753-8588.
Participant Signature Date
Lincoln Gibbs, M.Ed., M.P.H. 
Doctor o f Education Candidate 
College o f  Education 




Faculty/Acting Associate Dean 
College o f Education 
Northern Illinois University 
(815)753-9056
Benefits:
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M i a n a  U n iv e r s it y
S c h o o l  o r  N i r s im .
August 16, 2006
Mr. Lincoln A. Gibbs 
1043 Aspen Court, #4 
DeKalb, iL 60115
Dear Mr. Gibbs,
Thank you for your interest in my work. Enclosed is die instrument 
you requested. You have permission to revise the tool for your use 
as long as you cite my work and send me an abstract o fy o u r 
completed project.
Sincerely,
Victoria Champion, DNS, RN, FAAN 
Associate Dean for Research 
Mary' M argaret Walther/ 
Distinguished Professor o f Nursing
VC:dg
Enclosure
Cl M I R FOR N l'R S tW  RlSbAKCfi
U l l  M id d le  D rive 
In d ia n a p o lis . I n d ia n a
317-278-2046 
Fax: 3i7-27S-i!l
i/mtud  '»  ih 
indmut ' > ’ ■> 
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Re: Request for Study Participation Letter 
To Whom It May Concern,
My name is Lincoln Gibbs and I am a doctoral (Ed.D.) candidate (A.B.D.) at Northern Illinois 
University. I am entering the dissertation phase o f my program in adult and higher education and 
would like to invite you and your congregation to participate in my study.
My dissertation, entitled: Perceived Susceptibility, Benefits, and Barriers to Prostate Cancer Screening: 
An Ontological Study o f Adult African American Men is a study that is fundamental to the continuum 
o f minorities as producers o f  knowledge. African American men have a 51% higher rate o f prostate 
diagnosis than White males. Only 66% of African Americans diagnosed with prostate cancer survive 
for 5 years, compared with 81% of White men (CDC, 2003). Smith and colleagues (1997) study o f  
African American men reported that 58% o f the participants felt no need to have a digital rectal 
examination (prostate cancer screening method) unless an experience o f pain while urinating was 
present. It is thus critical to examine this phenomenon to identify the behaviors and perceptions that 
contribute to late stage cancer diagnosis.
My dissertation is not only an academic pursuit. I have a vested interest in prostate health. Nearly all o f  
the men in my immediate family have had prostate cancer or complications. My father is one o f them. 
Through his experience with prostate cancer, he and I have worked together to educate other Black 
men about the necessity o f  prostate cancer screening.
Your participation would require African American men (ages 18 and older) in your congregation to 
fill out a 25-item questionnaire and a 9-item demographic form. No identifying information will be 
asked o f the participants. All information will remain anonymous and confidential. The survey will ask 
the participants to respond to questions relating to their feelings about their perceived risk o f  getting 
prostate cancer and benefits and barriers to prostate cancer screening.
Important: Prior to agreeing to participate in this research project, please read the following 
explanations regarding this study. Your participation in this study is completely voluntary. At any 
time, you may withdraw your participation in the study. The completion o f the questionnaires provides 
informed consent.
Your willingness to participate in this study will aid in my pursuit to contribute to the adult education 
and health promotion literature that has historically positioned people of dominant culture as the 
definers o f  knowledge. Please let me know that you consent to the study by signing the informed 
consent form attached.
If you have any questions about the research study, please contact the researcher or the dissertation 
advisor, Dr. Lemuel Watson. If you have any questions regarding your rights as a research participant, 
please contact the Office o f  Research Compliance, Northern Illinois University at (815) 753-8588.
Sincerely,
Lincoln A. Gibbs, M.Ed., M.P.H.
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